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Portfolio Volume I Overview
Volume I of the Clinical PsychD portfolio is a public document and 
contains an Academic, Clinical and Research Dossier.
Volume I: Academic Dossier
The following academic dossier contains two 5’000 word essays, one 
related to adult mental health and the other to professional issues essay. This 
dossier also contains three problem based learning reflective accounts, and 
summaries of two process accounts of the personal and professional 
learning discussion group.
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Adult Mental Health Essay
How can we use psychological theory to explain “worry” and how 
may we approach the treatment of dysfunctional worry? Discuss with 
reference to the evidence base of the theory(ies) you present.
Word Count (excluding references): 4’918
December 2006
University Of Surrey 
PsychD in Clinical Psychology 
Year 1 Course 35
Yol I AMH Essay
Introduction
The process of worry is a relatively new topic of research and was originally 
believed to be a subconstruct of anxiety (Boehnke et a l, 1998). However, 
over the past 15 years empirical investigation has revealed that worry is not 
only distinct from anxiety but also a process of significant value in its own 
right. The classification of worry as the central defining feature of 
Generalised Anxiety Disorder (GAD: DSM-IV, American Psychiatric 
Association, 1994) assisted in the recognition of worry as an important 
psychological phenomenon. Worry is a pervasive human activity that we all 
participate in at one time or another to a certain degree. Borkovec, one of 
the leading theorists in this field, defines worry as ‘a chain of thoughts and 
images, negatively affect laden and relatively uncontrollable’ (1983, p.lO). 
However, of interest here is at what point normal worry becomes 
dysfunctional and how can psychological theory help explain this transition. 
The nature and function of worry first need to be explained in order to 
demonstrate how psychological theories informed the development of worry 
specific therapy. The prevalence of worry and its close relationship with 
other psychological problems means research in this area has the potential to 
enhance our understanding and treatment of all emotional disorders. It is the 
prevalence and high co-morbidity with other psychological problems that 
primarily drew me to this essay. Secondly, as an individual who worries a 
lot I feel, at least in part, my own experience can assist in critically 
evaluating the theories I discussing. This also means that in my role as a 
trainee clinical psychologist I will be able to synthesise my own experiences 
with the theoretical and empirical evidence base in order to relate to my 
future clients experiences. Understanding the function and treatment of 
dysfunctional worry will be of great value to me on my current adult mental 
health placement where I am predominately working within a Cognitive 
Behavioural Therapy (CBT) framework. Therefore, the current discussion 
will focus on psychological theories and interventions from this perspective 
in order to aid application in my future clinical practice.
10
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Nature of Worry
Worry is primarily a thought, or verbal-linguistic activity in which people 
are described as talking to themselves in an anxious way (Borkovec et al., 
2004, p.82). However, until recently the thought-based nature of worry was 
unknown. Borkovec and Inz (1990) report than non-worrying controls 
report experiencing more images than thoughts during a relaxation exercise 
compared to GAD participants who experience predominately thoughts. 
However, when both groups were asked to consciously worry, a significant 
increase of thoughts over images was found for both groups. This study 
offered early indication of the verbal-linguistic nature of worry. Borkovec 
and Lyonfields (1993) confirm the thought based nature of worry in a forced 
choice design study with male and female colleage students. They found 
that 70% of participants reported worry to be thought based compared to 
30% who stated it was imaginai, there were no significant gender 
differences found. Tepperwien and Staak (2000) report that actively 
worrying about something decreases the amount of imagery present and that 
more imagery is associated with non-worry topics than worry topics. These 
studies all support the thought based nature of worry and suggest that due to 
the increased cognitive processing demands of excessive worry, conscious 
imagery processing is prevented.
Psychophysiological research also supports the thought-based nature of 
worry. Increased activation of the left frontal cortex has been associated 
with both GAD and state worry (Chamey, 2003). The neuroanatomical 
components and genetic aspects of dysfunctional worry are still being 
explored, although Shearer and Gordon (2006) state that agreement has been 
reached about the role certain brain structures play in the worry process. The 
amygdala, prefrontal cortex, cingulate cortex, caudate nucleus, ventral 
hippocampus are all involved in the process of anxious arousal and worry, 
as well as the neurotransmitters serotonin, norepinephrine, corticotrophin- 
releasing hormone, cholecystokinin and gamma-amino butyric acid (Shearer 
& Gordon, 2006). These findings fit conceptually with prior understanding
11
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about the role of these cortical and subcortical structures in thought 
formation, emotional reactivity and memory.
The content of worry is of importance when attempting to establish the 
nature of this process, although this is closely intertwined with the 
development of dysfunctional worry, which I will be discussing later. 
Boehnke gr ah (1998) proposes a two facet model of worry comprising of: 
the object whose welfare is threatened (e.g. self, in-group, society, or 
world); and the domain in which the worry is concerned with (e.g. safety, 
health, finance etc) (see figure 2).
Cingulate Cortex
ACaudate Nucleus
Hippocampus
Figure 1 : Regions of the brain implicated in the worry process
A single worry is therefore comprised of at least one factor from each of the 
two facets. For example, when I worry about global warming the object of 
my worry is the ‘ World' and the domain of life my worry is concerned with 
is the 'Environment'. In this model the development of dysfunctional worry 
is dependant on the object of the worry. Boehnke et al. (1998) suggest that 
worries which relate to one’s self or ‘mirco-worries’ (e.g. illness) correlate 
highly with poor mental health, whereas worries about broader socio­
political issues or ‘macro-worries’ (e.g. pollution) correlate with good 
mental health. They found that only micro worries positively correlate with 
trait anxiety and negative affect, whereas macro-worries were unrelated or 
positively correlated with good mental health (Boehnke et al., 1998). This
12
Vol. I AMH Essay
theory fits conceptually with my own experience of worry which is often 
focused at macro level, compared to clients I have worked with who have 
had numerous and continually changing micro focused worries. However, 
from a research perspective the relationship found by Boehnke a l (1998) 
is not strong enough to reach any firm conclusions regarding the reliability 
of macro worries as predictors of psychological well-being.
Facet 1
Worry
Micro
Rplf
InGroup
Object
Macro
Sncietv
World
Facet
Domain
Environment Achievemen
Health
Economic Safety
Meaning 
in Life
Social
Relations
Figure 2: Conceptualisation of the relationship between different aspects of worry 
content. Adapted from Boehnke et al., 1998.
Molina et al. (1998) suggest that the repetitive nature of worry may also be 
of significance in determining the function of worry. From analysis of worry 
content they have found that when worrying individuals tend to consider 
topics for longer than when not worrying and that thoughts do not have a 
natural flow from one topic to another. Word repetition is also known to 
temporarily reduce the salience of other aspects of the word such as its 
affective meaning (Smith, 1984). Thus by repeatedly processing the same 
issue worry may function to reduce the emotional elements of concern. The 
nature of worry is obviously closely related to its function, and this is no
13
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more apparent than in relation to its role in cognitive and emotional 
avoidance.
Mechanisms and Function of Worry
Cognitive and Emotional Avoidance
As previously mentioned through competition for limited cognitive 
resources worry is able to suppress imagery. Imagery is strongly related to 
the experience of emotion and therefore we can deuce that worry could be 
an avoidance mechanism to negate negative or distressing thoughts. 
Mowrer’s (1947) early two-stage theory of fear maintenance proposes that if 
every time a threat is detected it is immediately avoided, the threatening 
meaning given to the object of fear will never be challenged and 
consequently preserve fear (cited in Borkovec, 1994). However, Borkovec 
et al. (2004) point out that every aspect of a feared stimuli needs to be 
processed and not avoided in order to extinguish the threat. The processing 
demands of worry inhibit the management of affective, imaginai and 
behavioural factors and as a result maintain fear and anxiety. The belief that 
worry is an avoidant coping response is supported by psychophysiological 
findings that verbal cognitive processing in worry (i.e. thought) suppresses 
the Sympathetic Nervous System (SNS: Borkovec et a l, 1998). Similarly 
verbal articulation of fear results in little change in an individual’s heart 
rate, while imagining a scene containing the same fear leads to significant 
heart rate increases (Vrana et a l, 1986). Thought’s capacity to suppress the 
SNS results in worry being reinforced by decreases in physiological 
reactivity in stressful or emotional situations. Borkovec and Hu (1990) 
found that little cardiovascular reactivity occurred in speech-anxious 
participants exposed to phobic images if they worried prior to exposure, 
although participants still reported high levels of subjective anxiety. In 
comparison a large increase in cardiovascular activity was found in 
participants who were assigned to a relaxation or neutral thinking condition
14
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prior to making a speech (Borkovec & Hu, 1990). These findings 
demonstrate that 'worry is able to directly reduce the physiological effects of 
anxiety. Borokovec et a l (2004) suggest that this may be the result of the 
high cognitive demands of worrying, which prevent full processing of 
feared situations or phobic stimuli. It is also known that imagery is more 
emotive and brings the individual closer to real experience than thoughts. 
Therefore, in line with findings that worry is predominately thought based 
and able to reduce sympathetic activity it seems highly probable that worry 
could function as an avoidance mechanism. However, it has also been 
suggested that worrying may serve an adaptive problem solving function.
Emotional Suppression
As it has already been touched upon, worry has been implicated in the 
inhibition of emotional distress. Butler et a l  (1995) allocated participants to 
either a 4-minute worry condition, visualisation condition or a neutral 
control condition after watching a scary film. They reported that the anxiety 
induced by the film significantly decreased in the worry and control 
conditions but was maintained in the visualisation conditions. Butler et al 
(1995) conclude that this offers evidence of worry’s ability to suppress 
affective experience. This does not, however, appear to be an effective long­
term strategy because the participants in the worry condition continued to 
experience negative intrusive thoughts about the film for several days post­
exposure.
Borkovec and Roemer (1995) suggest that people may worry about 
superficial topics in order to avoid thinking about emotionally disturbing 
issues and prevent intrusive thoughts. They suggest that there are various 
levels of emotional processing and that by concentrating on superficial 
worries which reach conscious awareness, individuals are able to avoid the 
deeper levels of content that are debatably the most anxiety-provoking. 
Vasey and Borkovec (1992) conducted a study in order to further explore 
this point, and asked worriers and non-worriers to catastrophise about their 
most worrisome topic and note the most feared outcome at each stage of the
15
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catastophising. Worriers reportedly showed increased levels of discomfort, 
compared to the non-worriers, as the steps progressed. Vasey and Borkovec 
et a l  (1992) concluded that this demonstrtaetd the presence of an 
associative network of worry processing levels that become increasingly 
distressing the deeper the level that is accessed. In line with the findings that 
worry is predominately thought based and able to reduce sympathetic 
activity, it seems highly probable that worry could function as a cognitive 
and emotional avoidance mechanism. However, there is also ongoing debate 
surrounding worry’s role as an adaptive problem solving mechanism.
Problem Solving
Borkovec et a l  (2004) argue that the association between worry and anxiety 
negates the ability to effectively problem solve due to the reduced executive 
functioning during times of excess anxiety, therefore maintaining that an 
effective function of worry is not problem-solving. This is supported by 
Metzger et al (1990) who found that worrying reduces task performance. 
However, Davey et a l  (1996) balance this argument by suggesting that 
while this may not be effective in severe worry, in more adaptive contexts it 
could be described as a ‘constructive and appropriate task-orientated process 
that contributes to the solving of problems and the reduction of anxiety’ 
(p.500). Davey et a l  (1996) found that worriers hold both positive and 
negative beliefs about the benefits of worrying which positively and 
negatively reinforce the worry process. Davey et a l  (1992) found that worry 
was highly correlated with various mental health issues such as trait anxiety, 
poor problem solving confidence, use of avoidant coping strategies and 
threat appraisals. However, interestingly, after controlling for the influence 
of trait anxiety, worry was only related to positive psychological factors 
such as problem focused coping, task orientated focus, good problem 
solving. Therefore, despite dysfunctional worriers viewing worry as a means 
to problem-solve, they appear to be prevented from solving problems due to 
poor self-confidence, pessimism, catastrophising and feelings of 
hopelessness as a result of general anxiety. This can lead to individuals
16
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feeling they continually need more evidence before making a decision and 
as a result are prevented from reaching a solution (Davey et al., 1992).
The relationship between problem solving and worry has further been 
explored by Belzer et al. (2002) who agree that it is not impaired problem­
solving skills (e.g. solution generation) but rather problem orientation (e.g. 
low problem-solving confidence) which is related to worry. They found that 
even after controlling for the effects of trait anxiety, problem-solving 
orientation still accounted for the majority of the variance in worry. 
Reflecting on my own experience of worry in relation to these theories I feel 
that worry functions as a motivator and problem solving tool, rather than an 
emotional suppressor or avoidance strategy as Borkovec et al. (2004) 
proposes.
Dysfunctional and Normal Worry
There appears to be agreement in the literature that the difference between 
dysfunctional or pathological and non-pathological worry is its frequency, 
intensity and uncontrollability (Borkovec et al., 1996). Worry can be viewed 
as existing on a continuum progressing from normal everyday levels of 
worry, through elevated levels that may act as a marker for anxiety 
proneness, to chronic dysfunctional worry for example GAD (Gladstone et 
al., 2005). Some of the key characteristics associated with the development 
of dysfunctional worry will be discussed in turn.
Davey and Levy (1999) believe that another key difference between 
dysfunctional worriers and normal levels of worry is the degree of 
catastrophising which takes place. Catastrophising is a process in which the 
potential outcome of a worry topic gets progressively worse, becoming 
uncontrollable. As previously mentioned GAD patients engage in more 
stages of catastrophising than non-worriers, and experience increasing 
distress as a result (Vasey & Borkovec, 1992). One suggestion for the
17
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increased presence of catastrophising in dysfunctional worriers is due to 
their low problem-solving confidence (Davey & Levy, 1999).
The repetitive chain of relatively uncontrollable thoughts in worry is often 
initiated by intrusive thoughts. It is the individual’s response or appraisal of 
these intrusive thoughts, which has been suggested as the difference 
between normal and dysfunctional worry (Watkins, 2003). Thus, as a result 
of an intrusive thought a negatively affect laden chain of thoughts is 
commenced as a means of cognitive avoidance. Watkins (2003) examined 
the relationship between the tendency to worry and the nature of the 
appraisals and strategies to deal with the intrusive thoughts. She reports that 
tendency to worry strongly relates to the specific nature of the appraisal of 
the intrusive thought and marks the difference between dysfunctional and 
normal levels of worry.
Trauma
The development of dysfunctional worry has been linked to traumatic 
experiences. A greater frequency of individuals meeting the criteria for 
GAD reported having experienced a traumatic life event compared to non- 
GAD participants (Roemer et a l, 1997). However, individuals may 
experience trauma and go on to develop GAD may lead individuals to 
perceive events as more threatening and therefore report greater levels of 
trauma. Beck and Emery (1985) propose that even one traumatic event has 
the potential to trigger the development of GAD and that the continuation of 
traumatic life experienced would strengthen or assist in the maintenance of 
the disorder. Roemer et aPs (1997) content analysis of worry in GAD and 
non-GAD participants revealed that despite GAD participants having 
experienced significantly more trauma (e.g. illness, death of loved ones, 
physical or sexual assault or injury) in their lifetime than the control group, 
these were the topics they worried about least. These findings offer further 
support to Borkovec and Roemer’s (1995) theory of worry as an emotional 
and cognitive avoidance mechanism, where individuals worry about 
superficial issues to avoid more distressing ones.
18
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Childhood Relationships
The importance of forming strong and secure early childhood relationships 
for healthy psychological development has been discussed by 
developmental psychologists for decades. Bowlby’s (1982) attachment 
theory posits that children seek safety and comfort when they perceive 
threat, however if a child is repeatedly unable to find an attachment figure 
during these times they may come to perceive the world as a scary and 
dangerous place. Consequently Bowlby (1982) proposes that children with 
insecure attachment are more likely to experience considerable anxiety in 
later life. Interestingly there is evidence to suggest that there is a 
relationship between attachment difficulties in early childhood and the later 
development of GAD. Both Cassidy (1995) and Schut et al. (1997) have 
found that individuals with GAD often had more enmeshed relationships 
with their primary caregiver, and may have been forced to adopt the carer 
role (cited in Borkovec, 2004). In this situation attachment theory would 
hypothesise that the child would come to view the world as a dangerous 
place as a result of continually trying to be aware of and anticipate threat to 
themselves and their family member. Having a perception of the world as 
fundamentally dangerous and not having faith in ones ability to cope is a 
key feature of GAD. However, due to the nature of these studies we should 
keep in mind the limitations of using retrospective reports of attachment 
related childhood memories, potentially limiting the accuracy of the 
findings. This is of even more relevance in light of claims that GAD clients 
found it significantly harder to recall early childhood experiences than non- 
GAD clients. With such prevalence of insecure attachment found in chronic 
worriers it is not perhaps surprising that this group commonly suffer from 
fears of negative social evaluation because it was in these early relationships 
that individuals developed their beliefs about the world and other people.
Personality Differences
A  limited amount of research has examined personality variables in 
dysfunctional worry. Pruzinsky and Borkovec (1990) examined the 
personality characteristics of chronic worriers and found them to be more
19
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self-evaluative, perfectionistic, socially anxious and have high expectations 
of themselves compared to non-worrying controls. In a more recent study 
Gladstone et al. (2005) compared clinical and non-clinical worrier’s 
personality characteristics and found that worry severity was significantly 
positively related to neuroticism, introversion and obsessionality. Further 
research is required to explore the relationship between different personality 
characteristics and worry in order to understanding the nature and 
development of dysfunctional worry and to assist the development of 
effective treatment approaches. If certain personality types are reliably 
found to be worry prone then consideration can be given to the particular 
challenges certain personality groups may face during treatment and the 
resources they have to assist them. As a trainee clinical psychologist it is 
important to be aware of potential issues related to dealing with difference 
and diversity. However, literature on the similarities and differences of 
worry in different cultures, ethnicities and genders is limited and requires 
further exploration in light of the multicultural society in which we live.
Worry, Anxiety and Depression
The relationship between worry and other psychological disorders is for me 
at the heart of why I chose this essay. I feel it is crucially important to 
understand the nature, origin and function of worry, not only in relation to 
GAD but also in relation to understanding and treating depression and other 
anxiety disorders. Brown and Barlow (1992) found that not only GAD 
clients but also individuals suffering from a range of other anxiety disorders 
had significantly higher worry scores, measured on the Penn State Worry 
Questionnaire (PSWQ), than non-GAD controls. Brown and Barlow (1992) 
have found that GAD has the highest comorbidity of all the anxiety 
disorders and even go as far as to say that it could be viewed as the basic 
anxiety disorder from which all other anxiety and mood disorders develop. 
Significant degrees of general worry are present in most psychological 
disorders, with 40-60% of individuals reporting some form of worry, a
20
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figure which is increased if major disorder related worriers are also included 
(Barlow et al., 1994). In this context I see worry as relevant to most of my 
clinical work and recognise the role worry plays in barriers to treatment 
progress and maintenance of anxiety. Borkovec et al. (1995) have found that 
by treating clients with comorbid GAD they were able to dramatically 
reduce other comorbid psychological disorders. Fifty-five participants 
completed 12 therapy sessions for GAD and by 12 months follow-up only 
three of the 23 clients who were successful in their treatment retained an 
additional diagnoses. Of the 10 participants who were unsuccessful in their 
treatment for GAD only five still had a comorbid condition a year later. 
However, despite the importance of these findings for future clinical work, 
the generalisability of this study is limited by its small sample size and 
exclusion of panic and major depressive disorders.
In a vast number of studies worry has been found to strongly correlate with 
trait and state anxiety and depression (see Davey et al., 1996). In fact it has 
been stated that worry may be more closely related to both anxiety and 
depression than they are to each other. Galdstone and Parker (2003) argue 
that if worry is capable of triggering and maintaining both anxiety and 
depression perhaps worry is in part responsible for their common co­
occurrence. They argue this point by suggesting that the content of worry 
can relate to both dwelling on negative thoughts regarding the past leading 
to depression, and concerns about the uncertainty of the future leading to 
anxiety. However, there are other fundamental physiological differences 
between worry and anxiety in general that should not be ignored. For 
example both worry and GAD specifically, do not lead to an increase in 
sympathetic activity routinely found in other anxiety disorders. This is a 
clear indication of the difference between the underlying mechanisms of 
worry and anxiety (Borkovec et al., 2004). The links between worry, 
anxiety and depression have also been explored through related processes 
such as rumination. Like worry rumination is a negatively focused repetitive 
verbal thought process in which the appraisal content of intrusive thoughts 
have been shown to overlap for both worry and rumination (Watkins, 2003).
21
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This suggests that these processes may share similar cognitive mechanisms 
but differ in their specific content (Watkins, 2003). Strong correlations have 
been found between worry and rumination in clinical and non-clinical 
samples (Segerstrom et a l,  2000).
In a large study by Fresco et a l  (2000) the links between rumination and 
worry were explored as well as their level of distinctiveness from symptoms 
of anxiety and depression. They found that worry and rumination are 
discreet processes despite being significantly correlated with each other, and 
are also independent of, but related to both anxiety and depression. 
However, in studies such as this it is important to keep in mind the author’s 
reliance on existing conceptualisations of disorders and constructs, for 
example, in this case using existing measures of worry and rumination. In 
some situations this may act to confirm beliefs about the nature and origin 
of the process under investigation rather than challenge them. Fresco et a l  s 
(2000) study used measures of worry and rumination developed from 
independent theoretical perspectives which view these processes as distinct 
and largely unrelated, thus it is perhaps not surprising that they were found 
to be distinct. The generalisability of these findings are also limited by the 
use of a non-clinical population. However it is vital that research continues 
to explore the relationship between worry and other psychological disorders 
in order to inform both comorbid treatment and the incorporation of general 
therapy techniques which are effective for GAD into worry specific 
treatment models.
Treatment/Therapy
Cognitive Behavioural Therapy (CBT) is one of the most widely used 
theories in the treatment of GAD due to the thought-based nature of worry. 
The following section will explore how theories regarding the nature of
worry have directly informed treatment development.
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The traditional CBT approach the treatment of GAD has tended to 
incorporate relaxation, cognitive therapy and imaginai rehearsal techniques 
(Bennett-Levy et al, 2005). However, in clinical trials only half of the 
clients treated maintained progress at follow-up, and treatment was even 
less effective for severe GAD clients (Chambless and Gillis, 1993). Thus a 
decisive move was made by Borkovec and his team at the Penn State GAD 
Project in the USA to modify and improve CBT for GAD clients by 
underpinning treatment with theoretical and empirical developments in the 
understanding of worry. As well as using generic cognitive therapy 
techniques, such as identifying worries, searching for evidence, and 
generating alternative thoughts and beliefs about worrying based on new 
evidence, there has been a conscious treatment shift towards indentifying 
and challenging specific beliefs regarding the benefits of worrying (see 
Borkovec et a l, 1999). It is these beliefs which are thought to primarily 
maintain worry and need to be targeted in order to reduce dependence on 
worry. For example the belief that worrying plays a role in preventing bad 
things happen may be challenged through the use of Thought Records. This 
is a commonly used CBT technique shown to be effective in treating other 
anxiety and mood disorders (Padesky & Greenberger, 1995). This technique 
involves clients listing each worry they experienced and its feared outcome. 
Then at the end of each day they note if the outcomes of their worries were 
different to anticipated in an attempt to gain corrective information.
In an attempt to tackle the pervasiveness of worry, its prevalence and 
unrestrictive nature and content, a common technique is used is ‘worry 
time’. This involves specifying a set time each day in which clients will 
allow themselves to worry, and as a result attempt to be aware of and 
postpone worrying outside of their allotted time (Borkovec et a l, 2004). 
This cognitive technique also assists clients in becoming more aware of how 
worries start. I have worked with clients who have found this technique 
effective in giving them a sense of control over thoughts they previously 
believed were uncontrollable. However, Shearer and Gordon (2006) suggest
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techniques such are now less popular due to the potential they have for 
inadvertently promoting worry by attempting to suppress it.
Imaginai techniques have also successfully been used in the treatment of 
GAD due to the thought-based nature of worry and its role in avoidance of 
emotive imagery. For example self-control desensitisation techniques 
involve the client imaging a worry-laden situation and evoking an emotional 
reaction to that situation which usually would have been avoided. Then 
relaxation techniques are used whilst the client still imagines the anxiety 
provoking situation in order to allow them to think about and employ coping 
strategies to deal with the problem. The final stage of treatment involves 
imagining the most likely outcome and resisting catastrophising. Imagery is 
a very powerful technique that is able to create learning situations for the 
client by triggering the same emotional and physiological reactions as the 
real situation would (Borkovec et ah, 2004).
Due to the high levels of muscle tension and rigid physiological processing 
in chronic worriers as a result of low parasympathetic tone (Thayer et al., 
1996), relaxation techniques have shown to be as effective as Cognitive 
Therapy in some studies (Fricchione, 2004). In line with these relaxation 
techniques. Mindfulness is another increasingly popular technique which 
may be beneficial to a client group continually focused on future or past 
negative events and not living in the here and now. As Borkovec et al. 
(2004) states ‘the only reality that exists is in the present moment...[and] 
because anxiety is anticipatory, by definition there can be no anxiety in the 
present moment’ (p.30). From this perspective true peace and happiness are 
only obtainable by learning to focus on the here and now and be accepting 
of thoughts. Early research integrating mindfulness into CBT has proven 
encouraging, although further research is still required with larger sample 
sizes for the full clinical value of mindfulness to be ascertained (Romer et 
a/., 2002).
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It has also been suggested that due to the poor problem-solving confidence 
present in chronic worriers that a CBT problem-solving training approach 
be adopted in therapy (Belzer et al., 2002). This would include cognitive 
restructuring to reduce negative thinking in relation to problem-solving and 
problem-solving skills training to assist in effective, systematic solution 
discovery and application in the real world.
Treatment for worry is able to address maintenance factors such as 
avoidance and beliefs about the benefits of worry, challenge the 
predominance of verbal-linguistic processing through the use of imaginai 
techniques and ground the individual in the present. Incorporation of 
appropriate CBT techniques for GAD has resulted in two recant control 
trails demonstrating the effectiveness of this new approach (Ladouceur et 
al., 2000; Borkovec et a/., 2003), but adoption of these techniques will 
obviously still depend on clinical awareness of this relatively new evidence 
base.
Conclusion
The increased research interest in worry over the past 15 years has led to 
rapid development in the understanding of its nature and function. Worry’s 
distinctiveness and importance as an independent process has firmly been 
established, and perhaps holds the key to understanding other psychological 
disorders. Despite ongoing debate surrounding the degree of effective 
problem solving present in chronic worriers, cognitive and emotional 
avoidance mechanisms seem to be of significant importance. There has been 
a clear progression from cognitive behavioural theories of dysfunctional 
worry to effective treatment development. However, at the current time 
worry research is still in its infancy compared to many other psychological 
disorders. Further research is still required in order to clarify variations in 
content, individual differences and issues of difference and diversity in the 
onset of dysfunctional worry. Nevertheless, the knowledge regarding the 
function, prevalence, assessment and treatment of worry gained whilst
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researching this essay will prove invaluable in my future clinical work and 
assist me in understanding my own tendency to worry.
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What Impact do you think New Ways of Working might have on Clinical 
Psychologists, their colleagues in the NHS and service users and carers?
Introduction
In recent years there has been a shift in the demands made on the National 
Health Service (NHS), and previously passive recipients of care are 
becoming more empowered, critical customers of services. Service users 
and carers are demanding choice and uniformity of access to services and 
more specifically requesting increased access to psychological therapies. 
The shifting context of service provision underpins new legislation for New 
Ways of Working (NWW) for all staff groups within the English Health 
Service, and in particular Mental Health Services \  NWW aims to provide 
the tools to help services recognise what skills are needed to meet the 
changing needs of service users and carers and to create teams with effective 
leadership and the service structures to deliver what is needed (DoH, 
2007d). There will no doubt be specific implications of NWW for all staff 
groups, although the current discussion will primarily focus on NWW in 
psychology and changes in the delivery of psychological services. Seven 
project groups have been established to explore NWW for Applied 
Psychologists and these include: Training Models; New Roles; Post- 
Doctoral/Registration Career Roles; Organising, Managing and Leading 
Psychological Services (OML); Improving Access to Psychological 
Therapies (IAPT); Team Working; and Mental Health Legislation. These 
working groups focus on the main NWW issues likely to impact, not only 
on Clinical Psychologists, but also other NHS colleagues and service users 
and carers and will each be discussed in turn with the exception of the 
Mental Health Legislation project group which is yet to report. I write this 
essay from the position of a Trainee Clinical Psychologist concerned with
‘ NB: NWW has been developed by The National Institute for Mental Health in England 
and Care Services Improvement Partnership, therefore reflects an English NHS context 
principally within Adult Mental Health; although these policies are also o f relevance to 
other NHS disciplines, other British Health Services, private and voluntary organizations, 
and Social Care settings.
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preserving the individuality and unique competences of their chosen 
profession.
Training Models:
Loss of role and identity or clarification and unification of over lapping 
psychological approaches?
NWW policies for psychology refer broadly to NWW for Applied 
Psychologists; a heading that incorporates the diverse fields of clinical, 
forensic, counselling, health, sport and exercise, occupational, educational 
and clinical neuropsychology. The unification of these seemingly diverse 
psychological specialities under the heading of Applied Psychology marks a 
move towards NWW hopes of combining such specialities in training and 
career pathways. However, there has been strong resistance by Clinical 
Psychologists amongst others to such changes, the impacts of which will be 
discussed.
The NWW project group reviewing Models of Training (DoH, 2007a) for 
Applied Psychologists have explored some of the common ground in 
training pathways and examined potential new models of training delivery. 
Most of the models reviewed suggest incorporation of a stepped training 
approach in which health services, in conjunction with educational 
organisations, could employ graduate psychologists who could gain clinical 
experience whilst working towards recognised qualifications. The model 
most favoured by the Models of Training project group (New Roles ‘A’) 
proposes that after acquiring a 3-4year BSc in Psychology, psychology 
graduates would be able to progress through three levels of pre-doctoral 
experience: Trainee Psychology Assistant, Psychology Assistant, and Senior 
Psychology Assistant^ before entering Doctoral training. At each level
2 The terms Trainee Psychology Assistant, Psychology Assistant, and Senior Psychology 
Assistant have been changed from the terms previous suggested of Psychology Assistant, 
Senior Psychology Assistant and Psychology Associate respectively, to ensure a clear 
distinction is made betvyeen qualified and unqualified Psychologists (DoH, 2007b).
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individuals would have the opportunity to work towards recognised 
qualifications in applied psychology before moving onto the next career 
development level (see Figure 1). This would provide a more streamlined 
approach to moving individuals from undergraduate psychology into a 
psychology career that they could follow as far as they desired. However, 
New Roles ‘A’, like many of the other proposed models, suggests that rather 
than selecting the area of Applied Psychology to study at Doctoral level for 
three years, trainees should receive one year of generic modularised Applied 
Psychology training before deciding which area of psychology they would 
like to specialise in for the remaining two years of training (DoH, 2007a).
Undergraduate Degree in Psycholo^ 
(3-4 years)
A4C band 4 frnincc )*.s\ cliolog) .Assis 
A4Cbaiid 5 .ycai)
A4C band 6 P ^ ivrh n ln ov  i 1
Cicnei toral tf£
Certificate
Diploma
2-veai specialisation 
(cl in i cal/coun sei 1 ing/lieall h - i c
DPsy
Cfiudcal Psychologist Coünselling Psychologist Healtli Psychologist
Consultant Psychologist
Figure 1: M odels o f  Training: N ew  Roles ‘A ’ (adapted from DoH , 2007a).
These changes would have significant ramifications for clinical psychology, 
as well as other applied psychologies. Firstly at the moment clinical 
psychology is the only fully funded training course for applied 
psychologists and if training was combined it is a very real concern that 
clinical training money may be distributed across all applied psychologies 
resulting in the number of funded places for doctoral clinical psychology 
being reduced. In fact the Models of Training group openly admit that with
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the current NHS financial climate it is uncertain where the money will come 
from to fund the suggested expansion of pre-doctoral training, let alone the 
likelihood of ring fencing money for Clinical Psychology training if courses 
are combined (DoH, 2007a).
Another important issue for consideration is the impact of combined applied 
psychology training on the development of professional identity and 
independence. NWW highlight the training similarities in Applied 
Psychology on topics such as psychometric testing, psychopathology and 
Cognitive Behavioural Therapy (CBT), and state therefore that due to these 
overlaps ‘the argument for some degree of training unification is strong’ 
(DoH, 2007a, p.5). However, there are also many topics not universally 
covered by all applied psychology training courses and for those that are 
one might question the true degree of overlap. For example with the topic of 
psychometrics professional differences among applied psychologists can be 
found in the utilisation and function of testing, ethical considerations and 
the range of specific psychometrics used. In fact the NWW commission 
have yet to systematically investigate the true degree of overlap in different 
applied psychology curriculum; something one might have thought would 
be a priority before recommending training model changes.
In general, clinical psychologists seem to be one of the strongest opponents 
of combined training and for good reason some might argue. Clinical 
psychology training has a proven track record of producing high quality 
professionals, and provides value for money with 95% of clinical trainees 
entering NHS employment upon qualification (DoH, 2007a). The strength 
of the current clinical psychology training model has also been recognised 
by other applied psychology divisions, many of whom are currently 
developing their own 3-year doctoral programmes (DoH, 2007b). The costs 
of reorganising training structures need to be considered. A more cost 
effective solution may be to preserve separate applied psychology training 
routes and develop services that take into account training pathways and 
formal pre-doctoral roles that allow psychology graduates to be integrated
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into the workforce in a structured way. Such suggestions are supported by 
the Group of Trainers in Clinical Psychology (GTiCP) who persuasively 
advocates that training pathways for applied psychologists should remain 
separate. However, if alternatives are to be pursued, new models need to be 
trialled and evaluated along side the current Doctoral programme before 
changes are made.
Clinical Psychologists: New Roles and Career Pathways
Traditionally the route into Applied Psychology has been highly competitive 
with pre-doctoral experience that is hard to acquire, unstructured and often 
unsupported. However, as previously mentioned, due to the increasing 
demand for access to psychological therapies it has been suggested that 
perhaps the large untapped psychology graduate work force (approximately 
15,000 per year) could be utilised. NWW have suggested that by devising a 
more structured psychology training model from pre-doctoral level to 
qualification that works in conjunction with NHS staffing requirements and 
service structures, the increased demand for services could be met. The new 
roles of Trainee Psychology Assistant, Psychology Assistant and Senior 
Psychology Assistant have been proposed in an attempt to create a 
transparent career grading for pre-chartered psychologists and hopefully 
entice an increasingly diverse range of individuals into the profession (DoH, 
2007a).
Psychology is a discipline primarily studied by young white females at 
undergraduate level; a bias which continues into clinical training and the 
clinical psychology profession particularly at lower levels (Williams et al., 
2006; DoH, 2007b). The demographics of those working in applied 
psychology fields do not match British demographics, with a notable 
underrepresentation of Black and Minority Ethnic (BME) individuals and 
men (Robbins, 2003). Health care services need to consider the increasingly 
multicultural society to which they are required to provide service, and the
37
Yol J Professional Issues Essay
existing psychology workforce is limited in this respect. Research suggests 
that both men and ethnic minorities are more inclined to pursue careers with 
an established career pathway and greater financial security such as law or 
medicine (Morris et a l, 1992; Robbins, 2003; DoH, 2007b). Thus NWW 
propose that by integrating continued training into health services and 
creating clear supported psychology career paths a more diverse range of 
applicants may be attracted to clinical psychology. However, it is debatable 
whether such changes under NWW will have a significant impact on 
individuals joining the profession. Aside from the career structure, white 
women may be more drawn to psychology than other groups due to 
something more fundamental about the nature of psychology and talking 
therapies which is appealing. Research suggests that women are more likely 
to talk about their feelings and as emotion focused copers are greater social 
support solicitors and providers than men (Verhofstadt et a l, 2007). For men, 
expressing emotions has traditionally been viewed as a sign of weakness, 
with men demonstrating a preference for practical problem focused coping 
strategies (Verhofstadt et a l, 2007). It has also been suggested that BME 
groups find it less acceptable to express emotions and seek support outside 
their own families or community groups, a factor that may hinder BME 
individuals choosing a career in a profession such as psychology (Lane & 
Hearsum, 2007). Therefore it remains to be seen what impact a clear 
structured career pathway will have on attempts to diversify the psychology 
workforce.
With the suggestion of lower skilled pre-doctoral staff delivering therapy, 
issues of clinical governance need to be carefully considered (DoH, 2007b). 
The NWW New Roles group argue that a shift towards structured 
psychology career pathways for lower grades would be a positive step 
towards managing issues of clinical governance and risk (DoH, 2007a). 
They state that at the current time there is no universally applied guidelines 
for the degree of clinical support and supervision psychology assistants 
should receive. Therefore service users and carers could be seen as at 
greater risk from inconsistently supervised unqualified staff at the current
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time than if graduate workers were providing increased levels of therapeutic 
input with formalised supervision. Conversely not all psychology graduates 
will necessarily make good applied psychologists and with large numbers of 
psychology graduates entering the NHS one also needs to consider the 
increased possibility that certain individuals may ‘slip through the net’ and 
be given the opportunity to offer therapy when they may not be appropriate. 
Risk and clinical governance are also important issues for service users and 
carers with suggested NWW in Psychology. NWW fo r Everyone states that 
‘it is very easy... to oppose change by raising the spectre of risk, and by 
asking for ‘evidence’ that cannot possibly be provided to the standards 
demanded’(2007d, p.25). NWW argue that what is important is ensuring 
that everyone is properly skilled and supervised to do the tasks that they are 
asked to do, and more individuals in a team are trained in risk assessment. 
However, it remains to be seen if adequate resources will be provided to 
manage the increased risks of a lower skills mix and protect the most 
vulnerable client groups.
As part of the NWW endeavour, career pathways and the roles of applied 
psychologists after qualification have also been reviewed. The Post- 
Doctoral/Registration Career Roles project group has mapped the current 
psychology workforce in health and social care settings, created job 
specifications for all post-qualification grades (inception to consultant level) 
in line with the Knowledge and Skills Framework (KSF) and outlined 
examples of NWW good practice for psychologists. This project group has 
worked in close conjunction with the training and new roles project groups, 
and it of significant importance to clinical psychologists in terms of their 
changing roles in supporting, supervising, training and leading teams, the 
implications of which are discussed later.
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Improving Access to Psychological Therapies (lATP)
Quality or Quantity?
The increased demand for psychological therapies reflects the growing 
evidence of their effectiveness and has led to the development of 
government policies advocating the need for Improving Access to 
Psychological Therapies (DoH, 2007e). However, it has been suggested that 
the existing applied psychology workforce is insufficient to meet the 
growing demand for psychological therapies (Sainsbury Centre, 2005). 
Therefore, NWW proposes, as well as increasing the numbers of 
psychology graduates working in lower level protocol driven positions, 
other professional groups should be trained to deliver Psychosocial 
Interventions (PSI) such as Cognitive Behavioural Therapy (CBT) (DoH, 
2007b). NWW continue to emphasise the move towards a ‘stepped care’ 
approach to therapy provision, and one that is already being enacted in some 
health care services. It is suggested that low-intensity interventions such as 
guided self-help and computerised CBT could be delivered by psychology 
graduates for mild to moderate difficulties, and existing staff from non­
psychology professions (e.g. OT, Nursing) with PSI training could deliver 
high-intensity protocol based CBT for individuals requiring greater input. 
This would then have a knock-on impact for applied psychologists who 
would be required to provide support, supervision, training, consultation and 
clinical governance for those administering psychological therapies. 
Qualified clinical psychologists would therefore evolve from primarily 
offering therapy, to primarily supervising others and delivering a limited 
amount of individual therapy to more complex cases. Ensuring good clinical 
outcomes will remain in the jurisdiction of clinical psychologists who will 
be responsible for collecting outcome data on PSIs (DoH, 2007b). It is still 
however, hotly contested whether non-psychology professional and 
psychology graduates are able to deliver effective psychological therapies. 
Piling and Roth (2008) state that at least in the short-term outcomes are 
equivalent between psychology and non-psychology professionals, although 
the Centre for Economic Performance (CEP) state that even manualised
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psychological therapies differ depending on who is administering them and 
that research suggests that ‘they are much less effective if given by less 
qualified people’ (CEP, 2006, p.8).
With changing professional remits under NWW one might also question 
whether these role developments are welcomed by Psychologists and their 
NHS colleagues, and how these changes might also impact on job 
satisfaction. In many NHS Mental Health Services the traditional role of 
Community Psychiatric Nurse (CPN) has evolved into the role of Mental 
Health Practitioner (MHP), and as such is already delivering a stepped care 
approach to psychological therapies. However, drawing on my professional 
experience of working in such settings, I am aware anecdotally that MHPs 
report feeling frustrated on occasion by the lack of choice and control they 
have had in their changing roles. They have found themselves doing a job 
that bears little resemblance to the career they originally wanted. High 
workloads, long hours, feeling inadequately trained and supported, and 
working beyond the bounds of one’s expertise all contribute to work stress 
and are strongly associated with psychological ill health, burnout and 
sickness absence from work (Landsbergis, 1988; Michie & Williams, 2003). 
NWW acknowledge the expense and reduced productivity of distress in the 
workforce and are keen to develop initiatives to help protect NHS 
professionals (DH, 2007d). However, limited resources, high demand for 
services and organisational changes forcing professionals to work in 
challenging new roles may in fact have just the adverse affect the 
government is trying to tackle.
I feel a natural inclination towards resisting change and feel defensive about 
the potential loss of individuality and specialisation that may emerge as a 
result of increasing the provision of psychological therapies by other 
professions. Clinical psychologists receive intensive training for a reason 
and the nature of psychological formulation and intervention is complex. 
Safe and effective practice requires a certain level of psychological 
understanding and consolidation of training and experience that may not be
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readily available in other professions. The quality of psychological 
provision may be maintained however if qualified psychologists are given 
enough time and resources to provide close supervision and guidance to 
others. Nevertheless, the concern remains that clinical psychologists maybe 
pricing themselves out of the market by supporting the development of a 
ready stock of cheaper Cognitive Behavioural Therapists, who will be more 
appealing to penny strapped service commissioners. This may result in 
psychologists being viewed as too expensive leading to a reduction in the 
number of clinical psychologists employed in the NHS. For the survival of 
the profession I feel it is vital that we maintain, not only our professional 
identity, but also the distinct areas of expertise that we possess.
lAPT for Service Users: CBT or CBT?
The most significant impact of NWW in psychology for service users and 
carers is likely to be in LAPT (DoH, 2007e). At the current time, 
psychological distress is principally treated with medication, but as 
previously stated there is increased demand for psychological therapies 
which a NWW stepped care treatment aims to tackle (DoH, 2007e). The PSI 
service users will receive under NWW will depend on the duration and 
complexity of their difficulties and the degree of therapeutic input they have 
received in the past. The NWW stepped care structure being suggested is 
strongly based around CBT being the psychological model of choice and 
one which can be structured and protocol driven for less experienced staff 
(Leyard, 2004). CBT is gathering an increasingly strong evidence base and 
is recommended for many psychological difficulties by the National 
Institute of Clinical Excellence (NICE) (e.g. Depression, Anxiety Disorders, 
Bipolar Disorder, Schizophrenia, PTSD). However, perhaps this is a 
reflection of both cost and what is currently seen as the gold standard for 
evaluating interventions. Randomised Control Trials, rather than a clear 
indication of efficacy of CBT over other models of psychology. Non­
specific factors such as the therapeutic relationship have been shown to
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often have a greater effect on therapeutic outcome than the specific 
therapeutic techniques applied (Cromby et al., 2008). The evidence for the 
long term effectiveness of low-intensity interventions is weaker than it is for 
high-intensity CBT interventions (NICE, 2004a; NICE, 2004b), and there is 
in fact limited evidence for the long-term effectiveness of CBT in general 
(Durham et al., 2005). There are many other evidence based psychological 
therapies (Dialectical Behaviour Therapy, Mindlessness, Cognitive Analytic 
Therapy, Acceptance and Commitment Therapy) and I APT should include 
them as an option for service users not simply CBT (Gilbert, 2008). 
However, CBT is seen as cost effective for service providers due to its time 
limited approach, and administration by lower paid staff. CBT has been 
critiqued for its ‘sticking plaster’ approach to mental health difficulties in 
which current issues are tackled without necessarily addressing the cause of 
an individual’s problem, leaving the potential for difficulties to re-emerge. 
The prevalence of depression and anxiety disorders are ever increasing 
(Gilbert, 2008) and I would question whether throwing vast amounts of 
CBT at the population is going to move any closer to why distress is on the 
increase. Surely it is about time health services became more focused on 
prevention, health promotion and ‘community-appropriate interventions’ to 
address societal issues surrounding the prevalence of deprivation and mental 
distress (Gilbert, 2008). Maybe the future of clinical psychology could be in 
community psychology, a possibility so far neglected in NWW discussions.
The availability of psychological therapies under NWW for all groups in 
society also needs to be considered. The stepped care approach despite its 
aim to lAPT still appears to neglect certain areas of society in its design. 
Research suggests that low social economic status families living in the 
areas of greatest social deprivation are most at risk from mental health 
difficulties (White, 2008) and therefore in greatest need of help. However, 
paradoxically these are the group in society possibly least able to access 
psychological services under NWW. For example the option of 
computerised CBT may be unhelpful for low income families who may not 
have the skills or financial means to access such services, and those with
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poor literacy skills are also likely to have difficulty making use of self-help 
material (John & Vetere, 2008). That said some service users may prefer a 
brief low-intensity interventions that they can conduct from their own home. 
However, for others CBT is not always the most suitable option, and 
services focused around delivering one treatment model will limit patient 
choice and the availability of alternatives if CBT is not affective. As Gilbert 
argues ‘different people benefit from different things, and diagnosis is a 
poor indicator of that’ (Gilbert, 2008. p. 18).
In adopting a stepped care approach, services need to think about the impact 
of repeated intervention failure on service users and carers. Research 
suggests that ‘failure’ in therapy can have a damaging affect on an 
individual’s self-efficacy, leading to behaviours and cognitions becoming 
entrenched and subsequently harder to work with (Holford, 2008). It has 
been suggested that the longer an individual suffers from mental health 
difficulties the less likely they are to recover, more likely they are to need 
ongoing support from services and, if commissioners are trying to save 
money by employing cheaper CBT therapists, the more expensive 
individuals will become to treat. Research has also found that longer 
duration of psychotic episodes and greater frequency of relapse are 
predictors for poor long-term outcome for individuals with a diagnosis of 
delusional psychosis, thus early prevention and effective intervention is 
crucial (Jorgensen & Aagaard, 1998). Therefore it could be viewed as 
unsafe and unethical to devise a service providing that provides cheap low- 
intensity CBT as a matter of course, with the fall back position of further 
psychotherapeutic input being available at a later date if required. As one 
service user questions ^^what would a physical health analogy he? Needing a 
heart bypass graft but being coached to exercise or f i t  your own stent?” 
(Holford, 2008, p.23).
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Psychologists as Managers and Leaders
NWW came to the forefront of Department of Health policy development in 
2003 as a result of significant difficulties within the Psychiatry profession. 
Psychiatrists have traditionally been team managers and clinical leads of 
Mental Health teams however in recent years poor recruitment, high 
attrition, large caseloads and burnout have posed a problem for the 
profession (DoH, 2005). NWW: Organising, Managing and Leading 
Psychological Services project group is an attempt to address some of these 
issues by utilising untapped resources in the psychology profession, 
amongst others (DoH, 2007f). Despite being one of the most highly 
qualified professional groups in most teams, clinical psychologists have 
often struggled to be recognised as legitimate managers over other 
professional groups (DoH, 2007a). As a result of Agenda for Change (DoH, 
2004) applied psychologist’s leadership competencies are becoming 
increasingly recognised, and under NWW Psychologists will be expected to 
adopt greater leadership responsibilities soon after qualification. 
Psychologists will also be expected to contribute significantly to the design, 
management and leadership of psychological services and therapies, and 
Consultant Psychologists will need to lead at trust board level as well as 
within teams (DoH, 2007b). However, if  this is the future of Clinical 
Psychology the glaring absence of managerial teaching on doctoral training 
courses needs to be addressed. It is also interesting to consider the impact 
increased psychology leadership will have on other professional groups and 
how welcome these developments will be. Research exploring NHS staff 
adherence to NICE guidance for PSI found that negative feelings towards 
psychologists was a significant barrier for some care coordinators when 
considering referring clients to psychology (Williamson, unpublished). This 
study reported that some professional groups such as nurses felt ‘threatened 
by psychologists telling them how to do their job’, and that psychologists 
were often seen as separate from teams rather than integrated members of 
the Multi-Disciplinary Team (MDT). Such professional tensions may prove 
problematic for the development of cohesive MDTs as applied
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psychologists begin to exercise greater managerial control. However, NWW 
advocate a move away from isolated psychology services towards integrated 
health service teams, a process that may assist the acceptance of new 
leadership roles and the understanding of psychological thinking (DoH, 
20071). Greater psychological leadership and increased numbers of 
professionals delivering psychological therapies may shift teams away from 
the traditionally dominant medical model and toward a more integrative 
biopsychosocial conceptualisation of distress. This is a shift that may not be 
welcomed by all NHS colleagues, but one which hopefully will be 
supportive and empowering for service users and carers.
Working Psychologically in Teams
The implications of NWW on team working has been touched upon in 
previous sections of this discussion and links closely to suggestions that 
psychologists are likely to take a more active role in leading and developing 
teams under NWW. The NWW Team Working project group has looked 
comprehensively at the evidence base for effective MDT working and 
suggests that psychologists as leaders need to consider issues of team 
environment, size, structure, professional composition, individual 
contributions and team process (DoH, 2007g). The Department of Health 
have also published the Creating Capable Teams Approach (DoH, 2007c) to 
assist in the staffing and structuring of teams. It has been suggested that 
NWW should be a bottom-up innovation with service users and carers 
providing ongoing input on service development and planning (DoH, 
2007d). I wonder realistically however, how much of a say these individuals 
will have? Incorporating token service users and carers onto development 
panels is a long way from them having a noticeable impact on health service 
provision. My scepticism comes from experience of superficial involvement 
of service users in the past and discussions with individuals who have given 
their time to similar policy developments only to feel their perspective was 
not adequately considered. That said a shift towards greater service user and
46
Vol. I Professional Issues Essay
carer involvement is a positive progression that in time will hopefully 
develop into a functional role that services will make space for.
As previously mentioned the NWW Team Working approach advocates that 
psychologists need to become more integrated into teams and develop their 
role offering peer support, consultancy, supervision and leadership. 
However, one needs to consider the complexity of simultaneously holding 
these multiple roles and the impact each one will have on the 
accomplishment of the others. By becoming more integrated into teams and 
embroiled in MDT dynamics, it may be difficult for Psychologists to marry 
their various roles: providing leadership and offering peer support; 
developing services and being an MDT colleague; or as a ‘value for money’ 
psychological therapist and a busy manager. These are however many of the 
coexisting roles psychologists already are required to occupy, and 
something that with greater guidance from NWW will no doubt be scalable 
for the profession.
Conclusion
NWW for Applied Psychologists seems set to have a significant impact on 
clinical psychologists, other NHS colleagues and service users and carers. 
The primary areas of change occurring in the structure of training, career 
pathways, service delivery and improved access to psychological therapies, 
however, not all these changes will necessarily be for the better. Some 
service users and carers may initially be pleased that CBT, a structured 
evidence based therapy, will become more readily available under NWW. 
However, these changes may also lead to decreases in choice and quality of 
intervention and lead to increased risk from inexperienced providers. NWW 
repeatedly mention that it is important psychologists maintain their unique 
identity and contribution to teams, whilst simultaneously demanding clinical 
psychologists combine their training with other applied psychologists and 
allow other professions to deliver PSIs. However, NWW does not detail
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how psychologists are expected to maintain this ‘uniqueness’ whilst 
demonstrating that they provide a competitively priced service that is not 
provided by other professional groups. There are aspects of NWW that mark 
a positive shift in service delivery such as increased service user and carer 
involvement, increased psychologist diversity and enhanced psychologically 
minded teams. However, overall it is fair to say that this discussion is 
written from a defensive position in which I believe, as the GTiCP do, that it 
is crucial clinical psychology retains its identity, distinctiveness and 
independence from other staff groups and applied psychology fields. The 
impact of NWW is far reaching for everyone however, for the future of the 
profession, the future of psychological therapies in the NHS and for those 
who will continue to require psychological support it is vital that clinical 
psychology is protected and enhanced rather than diluted.
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‘The Relationship to Change’
In the following reflective account I will begin by discussing my Personal 
and Professional Learning Discussion Groups (PPLDGs) approach to the 
Problem Based Learning (PBL) exercise, group processes, critical 
examination of the presentation, outcome and group learning needs. 
Secondly I will be reflecting upon my own experience of the task, and my 
personal and professional development, before finally exploring the impact 
the PBL exercise has had on my clinical work.
Group Processes and the PBL Exercise
All first year trainees were divided into PPLDGs comprising of six or seven 
individuals and a group facilitator from the course team. However, Lam in 
the unique position of having changed groups due to timetabling difficulties, 
and therefore have been able to experience different PPLDG dynamics and 
what it feels like to think of ones self as a group outsider. Upon entering my 
second PPLDG after three weeks of its inception, I was very aware of the 
power imbalance. I felt vulnerable, my suggestions lacked influence in the 
pre-established group and I sensed the unspoken tension created by having a 
new group member. It must have been a difficult situation for a stable and 
cohesive group to be placed in, wanting to support me in my decision to 
move groups whilst simultaneously holding reservations about the impact I 
would have on group dynamics.
We were given a PBL task to create a presentation with the title "the 
relationship to change", and my new PPLDG were dynamic and stimulated 
by the exercise. This made a refreshing change firom the methodical reserve 
of my previous group, although it was also slightly anxiety provoking. Due 
to the array of presentation ideas continually emerging from the group, the 
side of my personality that craves control and structure was initially 
concerned how coherent the final presentation would be. However, the final 
PBL product far exceeded all my expectations and offered an ideal balance 
of theory, humour, fun, personal reflection and clinical relevance.
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We were initially perplexed by the ambiguous title 'the relationship to 
change," but over the first few weeks we decided to research theoretical, 
philosophical and personal approaches to different relationships to change. 
In true PBL style we assigned the group roles of ‘Chairperson’ and ‘Scribe’, 
which alternated weekly (Wood, 2003). The ‘Chair’ help the group stay 
focused on the discussion topic and attempted to draw out a balanced 
contribution from group members, while the scribe kept a note of the 
discussions, actions and would circulate the minutes after each meeting. I 
feel this structure was of great use to the group and something we have 
continued with after completing the PBL exercise. Internal group structure 
and leadership is suggested to strongly impact on the effectiveness and 
dynamics of a group (Hogg & Abrams, 1990). Therefore, by alternating the 
roles everyone gets the opportunity to lead the group and we have been able 
reduce power differentials which can arise in mixed personality groups.
The presentation adopted a multimedia approach (e.g. Powerpoint, music, 
video diaries, drama, props, audience participation, and handouts) in order 
to make it more interesting and hold the audience’s attention. I feel that the 
range of mediums adopted by our presentation is a reflection of the diversity 
of skills and knowledge our group members brought to the PBL task. All 
group members approached the task in their own way and some people 
initially held differing views about what we should focus on. However, we 
were able to reach a consensus about how to approach the presentation, and 
by uniting our ideas around a common theme (a theoretical model), we were 
able to accommodate everyone’s views and create a coherent presentation. 
This experience reminds me that the clients I work with may have a 
different perspective to me of their problems or may vary in the 
psychological approach which best suits them. This is something I need to 
be mindful of in my clinical work.
As a group we unanimously agreed to base our final presentation around 
McDonald and O’Hara’s (1998) systemic model of mental health promotion 
(Figure 1). This model identifies five factors that promote mental health (i.e.
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environmental quality, self-esteem, emotional processing, self-management 
skills and social participation), and five factors that erode mental health (i.e. 
social alienation, stress, emotional negligence, emotional abuse and 
environmental deprivation). McDonald and O’Hara’s (1998) model 
proposes that good mental health is dependant on strengthening the five 
promoting factors and reducing the five eroding factors. The mental health 
promotion model also incorporates three levels of action: the Micro level 
(e.g. the individual psychology trainee); the Meso level (e.g. University of 
Surrey training course); and the Macro level (e.g. Government or British 
Psychological Society). Change can occur at any level and consequently 
influence change in the other levels.
Viewing ‘the relationship to change ’ through this model made us 
immediately aware of the complex interactions involved in change and how 
someone’s relationship to change can vary depending on its time, place and 
content. I also find McDonald and O’Hara’s (1998) model conceptually 
appealing in my clinical work and find it a useful reminder of the impact the 
wider systems can have on the individual.
Em otional
p rocessing
Self-esteem  \ /  Self-m anagem ent 
/  skills
Social
participation
Environm ental
quality
Environm ental
deprivation
Social
alienation
Em otional
abuse
S tress
Em otional
negligence
Macro
Meso
Micro
Figure 1 : Model of Mental Health Promotion (adapted from McDonald and 
O’Hara, 1998).
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My second PPLDG contained dominant characters that in the early meetings 
fought for the limelight when the facilitator was not present. I felt 
overwhelmed by this, although it also created a great learning experience 
because I found myself sitting back and adopting a more passive role. This 
contrasted with the usual leadership role that I have assumed in the past. 
However, I now realise that being more reserved and leaving more space for 
others to contribute is crucial. By initially losing my feelings of entitlement 
and confidence, I became increasingly aware of my level of input. There is 
still some work to be done on the balance of contributions within the 
PPLDG as a whole, and I feel certain members of the group occasionally 
dominate discussions. I think I am particularly aware of this because I 
consciously try not to say too much after reflecting on my overenthusiastic 
group role in the past. As the PPLDG members have become more familiar 
with one another they have also become more aware and responsive to one 
another’s interactional style, and hopefully this will continue to improve 
over time.
The role I adopted within the PPLDG was influenced by my feelings that I 
did not have as much right to be there as the other members, that I needed to 
earn my place in the group, I wanted to be accepted and was grateful for 
being included. However, these early feelings have subsided and I have 
great loyalty and commitment for my PPLDG. I feel that we are a close, 
effective and cohesive group. Early research exploring group processes 
suggested that group cohesiveness is one of the most significant factors 
effecting group productivity (Schachter et al., 1951), performance 
(Goodacre, 1951), intra-group relations and conformity to group norms 
(cited in Hogg & Abrams, 1990). Therefore, despite my late entry into the 
PPLDG, which threatened the group’s cohesiveness, I feel the group has 
remained solid and was consequently able to create an effective presentation 
that all members were proud of.
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Personal Reflections on the PBL Exercise
As a result of the PBL exercise I have become less self-reliant and no longer 
feel that I need to try to control everything. I have aWays seen knowledge 
and certainty as security. However, we can never know what the future 
holds and it is not possible to know everything, therefore a learning point 
for me has been to attempt to sit with uncertainty. This exercise has taught 
me to be more relaxed about group work and I now realise that by focusing 
on the end point too early we were in danger of stifling the creative benefits 
of PBL. I have learnt that by trusting in the group process a successful 
presentation will emerge.
The more I reflect upon the process of change elicited by the PBL exercise, 
the more I realise how complex my relationship to it is, and how change can 
be difficult for the individuals I work with. I realise that whilst fearing and 
resisting change in some areas of my life, I strive for it personally and 
professionally in other areas. I am saddened when I think about friends I 
have lost contact with, I reminisce about the fun times I have had and places 
I have been, always looking back through rose tinted glasses. However, I am 
a driven person, excited about achieving future goals and continually strive 
for personal-professional development. Thus I find myself in a difficult 
place, tom between trying to hold onto the past and embrace the future.
Clinical Implications o f the PBL Exercise
As O’Loughton reminds us ‘change is fundamental in clinical psychology’ 
(2003, p24). Clients often come to see us so that we can help them change in 
some way and find a solution to their problems, although their desire, 
motivation and ability to change can often be taken for granted. I realise 
now how scary and difficult it can be to give-up a familiar way of 
interacting with the environment in order to forge into the unknown. I feel 
that if I had not spent time reflecting upon the process of change and my 
relationship to it, I may have been in danger of not tmly realising how 
difficult this process can be for service users and their families.
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I have a tendency to over prepare for therapy sessions, supervision and 
coursework. It feels safer to plan a session in detail, tackling my anxiety by 
knowing what I want to achieve. However, by filling the session space I 
realise I am leaving no room for exploration and curiosity. During the PBL 
exercise I was forced to become more creative, work with what others 
brought to the group and see what emerged from brainstorming sessions. 
Working in this way offers many advantages and I feel one of my learning 
needs is to moderate the amount of preparation I do. This will also mean 
letting go of the control I have previously exercised as a safety net against 
failure. However, Bolton explains that reflective practice can assist us in this 
process, and bridge the ‘mind gap’ between what we know and what we 
don’t know. It can allow us to embrace uncertainty and ‘have the confidence 
to search when you have no idea what you are looking for’ (Bolton, 2005, 
p.l5).
My experience of feeling like an outsider in my PPLDG has helped me to 
identify with clients who report feeling ‘different to other people’, ‘not 
normal’ or ‘an outsider, wanting to belong but not fitting in’. Talking to my 
other PPLDG members I have been surprised to learn that many of them 
have always seen me as a legitimate group member and can’t remember a 
time when I was not in the group. Hearing their views has enhanced my 
sense of belonging and I feel this is a useful approach to bear in mind for 
future clinical work.
Summary
I have valued the PBL experience and the time given between the 
presentation and writing this reflective account. I feel I have learnt a great 
deal about myself, my PPLDG, the process of change and how these 
learning points can be taken forward into my future clinical work. I have 
gained a greater understanding of how complex people’s relationships to the 
inevitable flow of change can be, and I hope I can play a role in easing this 
transition with some of my future clients. I feel it has been a valuable 
learning experience to be a group outsider and consequently made more
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aware of the contributions I make to discussions. However, despite my late 
entry, I feel I have developed a close bond with my new PPLDG. I enjoy the 
richness of discussions that the group’s diversity brings and look forward to 
our next PBL task.
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Problem Based Learning Reflective Account Two
Introduction
The following reflective account will explore group processes and changing 
dynamics within my Personal and Professional Learning Discussion Group 
(PPLDG) over the course of our second Problem Based Learning (PBL) 
exercise. I will be discussing our group’s reaction and approach to the PBL 
task and our finished product, as well as looking more specifically at group 
development, conflict, personal and professional development and the 
implications for clinical practice.
The PBL Task
The PBL exercise was organised around a fictitious family, the Strides, and 
required us to think about issues of domestic violence, learning disabilities, 
parenting and child protection. The PPLDG initially reported feeling 
‘swamped’ by the problem and were unsure where to start or what focus to 
take. This is possible a reflection of how one might imagine the Strides felt: 
confused, overwhelmed and not knowing who to turn to with so many 
professionals involved in their care. The family included Mr and Mrs Stride 
and their three-year old twins Sally and Sarah. It was interesting to attend to 
what aspects of the case different PPLDG members were initially drawn to 
and the group divisions that arose regarding the slant of our presentation. 
Subsequent discussions have highlighted personal and clinical experiences, 
as well as moral and ethical standpoints that different group members feel 
influenced the position they adopted in relation to the various members of 
the Stride family. One group member felt that as a man he automatically 
allied himself with Mrs Stride’s position because he believed domestic 
violence was totally unacceptable and that he felt a need to highlight the 
difference between himself and Mr Stride being both men. Due to my 
personal experiences, I on the other hand place great importance on early 
attachment figures and was concerned about the twin’s welfare and the 
availability of a secure base"" (Holmes, 2006) either in a home of domestic 
violence or in foster care.
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We eventually decided to conduct our presentation as a court case trialling 
Mr and Mrs Stride’s ability to care for their children with adequate support. 
The PPLDG separated to research the existing literature and government 
policies in relevant areas which helped us construct an evidence-based 
presentation. However, when we came together as a group to synthesise the 
information and formalise the presentation, conflict arose as people 
struggled to have their ideas accepted by the group. To manage this we 
decided to divide into smaller groups again because it felt more productive 
than all meeting together and arguing. However, I think this resulted in the 
group becoming even more fractured and in future I think it would be better 
in the long run to work through difficulties as a whole group. Here conflict 
could be seen as ensuing from the shifting balance between socio-emotional 
(e.g. group dynamics and relationships) and task-related concerns (e.g. the 
PBL task: Hogg & Tindale, 2003). Thus as movement occurs in one of these 
facets tensions arose in the other leading to the group becoming less 
productive until the ruptures were repaired. At the end of the PBL task we 
videoed a reflective PPLDG session about our experience of the PBL and 
overall most people thought that the end product was very successful, 
entertaining and task-focused. It is interesting to watch the video and see our 
positive in-group comparisons and how they united the PPLDG after a 
conflictual PBL process by viewing ourselves as better than others. I noted 
that conversations about how ‘good we were’ commonly followed 
discussions about group conflict and frustration as a means of repairing 
‘group ruptures’ and enhancing cohesiveness (Hogg & Tindale, 2003).
The Group Decision Making Process
In the courtroom presentation we presented the evidence from both a child 
psychologist advocating on behalf of the twins welfare and a learning 
disability psychologist discussing the Stride’s ability to care for their 
children. We also had a jury that acted as a reflecting team (Andersen, 1987) 
to discussing the important issues and ethical dilemmas in need of 
consideration, but we decided not to come to a final decision. Instead we 
wanted to make a statement about how the grey area between services can
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fail people such as the Strides by, for example, not adequately providing 
parenting support for people with learning disabilities and different services 
not effectively working together (Sloper, 1999). These are challenges I have 
also faced in the clinical settings I have worked. The PPLDG’s inability to 
reach a unanimous decision about the message we wanted to convey meant 
that we attempted to find a middle ground by putting ‘the system on trial. 
However, I think that the majority view that with the right support the twins 
could be returned to the family home was still implicitly expressed in the 
final presentation: the learning disability psychologist had a longer and 
more persuasive script, the defence lawyer was more aggressive and the jury 
reflections generally supported the parents. There was a 2:5 split in group 
opinion about the PBL task which mirrored the 2:5 child: learning disability 
placement divide in the PPLDG and possibly demonstrated the impact our 
clinical work was having on who we were drawn to hold in mind during the 
task. As Davis (1973) describes in his Social Decision Scheme (SDS) theory 
the majority position most consistently wins in decision-making exercises, 
particularly when no demonstrably correct answer exists (cited in Hogg & 
Tindale, 2003).
Group Development
Our first PBL task occurred at the beginning of the course when we were a 
new heterogeneous PPLDG attempting to flnd our feet within the group as 
well as with the PBL task. Our motivation for positive self-presentation 
(Bond, 1982) and need for group inclusion is likely to have influenced 
people’s inability to challenge other people’s presentation suggestions. We 
therefore tried to incorporate everyone’s ideas and in retrospect ended up 
with a presentation that was disjointed and confusing; a possible reflection 
of how we were feeling at the start of training. For the second PBL exercise 
members had become more comfortable in the PPLDG and with training in 
general, and were willing to challenge each another and exert their influence 
on the group leading to conflict. The evolving processes in our PPLDG 
reflect Schütz’s (1966) early model of group development in which he states 
that at the inception of a group, individuals will seek inclusion and
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belongingness and thus there are likely to be increased levels of 
agreeableness and decreased levels of conflict. However, in the second 
phase he proposes that there will be a "struggle for influence" among group 
members and a need to control others, leading to conflict and negative 
affect. Schütz believed that progressing through these phases was required 
for a group eventually to become cohesive, although attempts to control 
others and the desire by some for everyone to act the same were recurring 
themes for our group. This can be seen not only in the PBL task but also in 
people’s expectations of how others should demonstrate commitment to the 
group, how much work they should do and how much people should 
contribute to discussions. For me however, this experience has reminded me 
how important it is to respect the differing roles individuals choose to adopt 
and the valuable contributions everyone has to offer. I have felt frustrated 
with individuals who have tried to force others to talk more, but now 
through a process of meta-reflection I wonder if by not wanting certain 
group members to exert their desires on others am I in fact doing the same 
and wanting people to view things as I do?
Attending to Difference and Diversity
Every individual brings the experience of belonging to many groups into 
every group they are a member of, which is likely to impact on group 
dynamics in a unique way depending on the other members of each group. I 
am interested in how our personal experiences and other group 
memberships impact on the positions we adopt and the alliances we forged. 
In the PBL task this could be seen in who we were drawn towards and how 
well we were able to hold other positions in mind. Reflecting on the PBL 
task I can see that Mr Stride was the only man in the case example and I feel 
his voice was not heard in our presentation. We also only have one male in 
our group and, even though in the past I have felt the PPLDG was good at 
holding the ‘other’ in mind, perhaps we do not consider enough what it is 
like to be the only man. The PBL has been a useful exercise in reminding 
me of the importance of trying to position ourselves as the ‘other’ and one 
way of doing this can be to look for ways we differ from others. I am one of
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two PPLDG members on a child placement and in a forum dominated by 
learning disability discussions it can be easy to feel unsupported, unheard 
and isolated; feelings evoked by being in the minority (Hogg & Tindale,
2003). The PBL task has also been useful for my subsequent work in child 
and adolescence services where holding the different parts of the system in 
mind simultaneously is vital skill to acquire.
Personal and Professional Development
In my last PBL reflective account I discussed my tendency to find security 
in preparation, control and self-reliance, themes I have continued to 
consider during this PBL task. I have consciously tried to experiment with 
the group role I adopted this time and have tried to sit back and let the 
presentation unfold as part of the PBL process. However, as certain people 
stepped back, space appeared to become available for others to become 
more directive. I feel that a learning point for the group is to consider the 
reasons behind our individual needs to control others and the importance of 
respecting difference and diversity. The security of control is a theme I have 
also begun to reflect on in my clinical practice. I have discussed in 
supervision the pros and cons of over-preparing for sessions and that 
sometimes when working in a structured CBT model my ability to remain 
curious and go with what the client brings can be restricted by trying to 
complete a set agenda. I have also become aware that certain therapeutic 
dynamics can draw me into being more directive and more actively leading 
sessions; issues I will personally continue to reflect on and explore in 
supervision.
This PBL exercise has also given the group the opportunity to consider 
issues of self-concept (Rogers, 1947) and self-perception. On occasions I 
have felt that I have little of interest to offer in group discussions and that 
other members are more insightful, a loss of confidence that had contributed 
to my decreasing group contributions. However, when discussing our self- 
concepts in light of the PBL task it was surprising to hear the value others 
placed on my contributions. Similar to the process of a reflecting team
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(Andersen, 1987), watching the PPLDG video enabled me to adopt an 
observer perspective on my contributions and I was in fact able to 
appreciate in retrospect some of the points I had made. Here I have been 
reminded of the power of gaining other people’s opinions and being given 
the opportunity to view oneself from another’s point of view when 
challenging negative self-perceptions; an experience I will take into my 
clinical work.
Summary
I feel I have learnt a lot from this PBL exercise that is directly relevant to 
my personal and clinical development. I have gained greater practical 
knowledge of the legislation and research surrounding learning disabilities, 
children and domestic violence, but I have also been able to reflect on my 
group role, what influences our evolving self-concepts, how we are drawn to 
position ourselves and how we manage difference and diversity. It is 
fascinating to re-read previous reflective accounts and think about what is 
still the same and what has changed and with the perspective of another 
year’s clinical training and experience, I look forward to reading this 
account again.
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Problem Based Learning Reflective Account Three
Introduction
Problem Based Learning (PBL) exercises are intended to give trainees the 
opportunity to work collaboratively to create a presentation around a clinical 
scenario. The following reflective account charts my fourth PBL experience 
and will discuss the PBL task and the group’s approach to it, the process of 
group decision-making, power dynamics and social influence, as well as 
reflecting on the task’s implications for personal and professional 
development, and clinical practice.
The Problem Based Learning Task
This PBL exercise was focused on people in later life, their families and 
their professional network, and was organised around a 65 year old man, Mr 
Nikolas. He had been referred to a psychology department for an assessment 
of his memory and self-care abilities. He had two adult sons from a previous 
marriage, and a non-residential partner. Upon reading this case scenario my 
PBL group began to discuss our initial thoughts about the array of issues 
presented and conducted a literature review around these topic, which 
included financial abuse, family conflict, vulnerable adults, aging, death, 
loss of independence, life events and changing roles.
On bringing this information back to the group we began to reflect on the 
perspectives we could view the case from and the preconceptions we had 
about Mr Nikolas. As a group we discussed the potential impact such 
practice had for our own clinical work and decided to focus our presentation 
on exploring our own and society’s preconceptions about age. We decided 
to think about how these informed out initial thinking, formulation and 
treatment decisions for this case, as well as in our own practice. As the 
literature suggests, health-care professionals’ initial preconceptions about a 
case can have significant implications for client work. As Strupp (1996) 
reports, we rapidly develop positive and negative attitudes towards clients
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within the first few minutes of an interview and these influence diagnostic 
and prognostic judgements and treatment plans. He also reported that 
therapists’ initial preconceptions were found to influence their empathetic 
ability and had an ongoing impact on the therapeutic relationship and 
clinical outcomes. It was from this empirical backdrop that we developed 
our PBL presentation, whilst also drawing on personal and professional 
experiences of our perceptions of the elderly, preconceptions of the case and 
experience of working in multidisciplinary teams (MDTs) with older 
people.
Final Presentation: Perceptions o f Older Adults
As part of the final presentation we conducted and presented a mock study 
in an attempt to replicate findings from the literature detailing societal age 
stereotypes (Laurent, 1990). A random sample of people (^=19) were asked 
to hypothesise why either an elderly or a young male driver had not stopped 
at a police road blockade^. The vast majority of participants felt that the 
young driver was being deceptive (e.g. ""he's hiding something like drugs in 
the car""), while it was generally felt that the elderly driver failed to stop 
because of some form of impairment (e.g. ""he couldn’t hear properly"", 
""he’s old and baffled"). This simplistic study confirmed findings in the 
literature that societal discourses maintain a weak deteriorating image of 
older people. Laurent (1990) reports that attitudes towards older people in 
Great Britain are that they are ‘stupid, decrepit, feeble, or unusually 
exocentric, wise or sweet natured, and in any event to be patronised’. 
Through group discussions of the PBL case we began to realise that we too 
had developed a view of Mr Nikolas as a fragile old man. However, at the 
age of 65 Mr Nikolas was not actually that old and resultantly would not be 
eligible for certain older people’s services. Sixty-five has traditionally been 
the year that demarcates old age for men (for women it is 60) and is when 
they are able to retire and draw a state pension. However, as people live 
longer and with government plans to gradually increase the retirement age
This scenario was taken directly from the PBL task, and reportedly happened to Mr 
Nikolas.
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to 68 years by 2046 (DirectGov, 2008), the definition of what old age is 
may also be changing.
Seymour (1991) argues ‘many health workers think that patients are too old 
to learn, or to understand. Too old to make decisions about care and too old 
to be responsive to the environment’. This is likely to have an impact on 
referrals to, for example, psychology, due to the belief that an older client 
group is unable to change. There can be a perception of a feeling of 
hopelessness, that I have noticed echoed by some of the elderly clients I am 
currently working with. However, this is not true and in fact research has 
shown that mental health difficulties can be as successfully treated in older 
adults as they can in younger people (Hinrichsen & Clougherty, 2006).
In the scenario Mr Nikolas’ allocated social worker felt that he was not 
looking after himself. However, this was contradicted by his GP who 
thought he was ‘managing well’. When discussing these differing 
professional opinions the PBL group began to think about alternative 
perspectives and personal preferences -  what one person views as unclean 
another may view as acceptable. We wondered if there was a noticeable 
change in Mr Nikolas’ activities of daily living or whether it could be a 
lifestyle choice. Noting self-care abilities is an important marker when 
assessing for underlying difficulties such as dementia. However, it is 
equally important to consider the conclusions we jump to and whether this 
we would be viewed differently if it was for example a dirty teenagers 
bedroom.
I feel the presentation went well and we received positive feedback. We 
adopted an original approach that entertainment with an issue of central 
importance in our work as clinical psychologists. Most groups had decided 
to conduct a MDT meeting or family therapy role-play, which may have had 
fewer implications for clinical practice than our reflective approach. 
However, in considering how to develop our presentation further, perhaps it
74
Vol. I PEL Reflective Account 3
would also have been useful to include more information on clinical 
assessment and intervention.
Attending to Difference and Diversity
For this PEL exercise second and third year trainees were divided into 
group together, with my group consisting of one other third-year and four 
second-year trainees. We were all white females in our mid to late twenties, 
with all but one group member describing themselves as Eritish, and the 
other as of European origin. Despite our apparent similarities we all brought 
a diversity of personal experiences and clinical knowledge to the group. As 
young females we all differed from the divorced older male Mr Nikolas and 
it struck me how his voice was absent in the case and despite the frenzy of 
activity around his needs and vulnerabilities by family members and friends, 
we were not able to get a sense of his view of the situation, and whether it 
differed from what others in his life felt was important.
The Group Process and Decision Making
It is interesting to reflect on the power dynamics between the third and 
second year trainees in the current PEL task and how this was the same or 
different from PEL tasks conducted with my third-year trainee Personal and 
Professional Learning Discussion Group (PPLDG). At the start of the task 
the other third-year and I were very enthusiastic, offered lots of thoughts 
about the case and possible directions for the work. I feel that we began to 
occupy a senior role within the first meeting, assuming responsibility that 
was reinforced by the second-years appearing to look to us for direction. 
After our initial group meeting I discussed with my fellow third-year the 
leadership roles we had adopted and how we felt about this position. Neither 
of us had intended the group roles to evolve in that way and once aware of it 
we attempted to sit back, monitor our contributions and encourage others’ 
participation. However, despite an increasingly balanced group contribution 
there still appeared to be a tendency for the second-years to look to us to 
make the final decision, and in the question-time slot at the end of the
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presentation we were relied upon to answer questions and defend the 
approach we had taken.
Reflecting now on this process and how the group members came to adopt 
the roles they did, it reminded me of theories of Social Power and Influence. 
First described by French and Raven in the late 1950s, social power theories 
describe how one person will tend to exert influence over another to the 
extent that they use one or more of the five means of persuasion: reward 
power (perceived ability to give positive or remove negative consequences), 
coercive power (perceived ability to punish those who do not conform to 
group ideas), legitimate power (e.g. organisational authority), referent 
power (through association with others who posses power) and expert 
power (based on having distinctive expertise) (cited in Eemard & Goodyear,
2004). As third-years we could be described as having legitimate power by 
being in the year above our fellow group members and in some areas having 
expert power due to greater clinical experience and having received further 
course training about older people. However, that said I was very conscious 
of not wanting to overshadow other group members and tried to foster a 
collaborative PEL environment throughout; something the literature states is 
a strength for female group working (Grunfeld, Mannix, Williams & Neale, 
1996).
The issue of interpersonal influence is an important issue to consider in our 
clinical work and the impact of the power differentials within therapeutic 
relationships. For example the literature suggests that within the therapeutic 
relationship referent power, which has also been termed attractiveness, is 
related to the degree that the client likes the therapist, is able to form a 
strong working alliance (Heppner & Claibom, 1989) and enhance 
therapeutic outcomes (Martin et al, 2000).
Personal and Professional Development
In my last PEL reflective account I discussed my evolving role with my 
PPLDG and that a learning point for me has been to think about sitting back
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and trusting that the work will evolve from the group process. I have found 
that as I have come to gain a sense of security and familiarity with the other 
group members’ strengths, knowledge and interpersonal styles, I have felt 
more able to experiment with different positions within PBL tasks. 
However, in the presence of a new group I have found myself falling back 
into patterns of leadership and organisation, and something I need to be 
aware of as I move in and out of different groups. I also feel that there was 
implicit encouragement for the third-years to adopt a more active role within 
the group by the more quieter group members, who declined even when 
offered the space and opportunity to take a more active decision making 
role. A learning point for individual group members to consider maybe how 
we all flnd personally congruent leadership styles to use in our clinical 
work. As New Ways of Working outlines, clinical psychologists will be 
expected to adopt greater leadership roles in teams in the future and making 
decision will not always be something we can continue to avoid (DoH, 
2007).
Summary
As I progress through training I flnd myself thinking more about the 
transferable skills I am acquiring and the learning points available in all 
aspects of life. This exercise has highlighted for me again the importance of 
considering what we bring into our work as clinical psychologists and the 
importance of being aware of our own and others’ preconceptions and 
assumptions. It has made me reflect on my own feelings about aging, death, 
societal hopelessness and the possibility for change in later life. It has 
helped me take a lifespan perspective on my work, think about issues that 
affect middle adulthood, and the difference between retirement age adults 
and the very elderly. It is important to remember that even as psychologists 
we are not immune to stereotypes and it is something that we should attend 
to and regularly reflect on in our personal and professional lives.
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Summary of First Personal and Professional Learning Discussion Group
Process Account
My first Personal and Professional Learning Discussion Groups (PPLDG) 
process account discusses my experiences within my PPLDG, reflections on 
my role, the group process, and personal and professional development. I 
joined the group several weeks after it had formed and at first I did not feel 
like a legitimate group member. However, over time this was openly 
discussed and enabled me to settle in the group. It also helped us reflect on 
what it is like to enter a pre-established group and how we could use this 
experience to help us welcome our next facilitator. The PPLDG had a firm 
structure (e.g. rotating chairperson, scribe) that played a role in shaping the 
development and function of the group; although we became more flexible 
about the content and process of group discussions, and experimented with 
different methods of case presentation (e.g. reflecting team). We attended to 
difference and diversity within the group and our clinical work. During 
these discussions the facilitator was able to offer a balance of support and 
appropriate challenge; enhancing our learning. This account also explores 
how my personal and professional development within the PPLDG reflected 
my growing confidence as a trainee clinical psychologist and my belief in 
my increasing clinical competence. At the start of training my confidence 
declined because I was negatively comparing myself to my peers and began 
to contribute less. However, in PPLDG discussions the group provided a 
supportive and containing space to talk about the challenges of training, 
which I found helpful and normalising.
81
Yol. I PPLDG Summaries
Summary of Second Personal and Professional Learning Discussion Group
Process Account
My second Personal and Professional Learning Discussion Group’s 
(PPLDG) process account explores the groups journey from the beginning 
of the first year to the end of the second year of training. This account 
discusses how feelings towards the PPLDGs usefulness, my desire to attend 
and the enjoyment gained from it has fluctuated; and how this was a 
possible reflection of shifting course demands. The movement from the first 
year of training to the second was punctuated by the loss of our first 
facilitator and the acquisition of a new one; the end of our first placements; 
and an increase in work load and pressure. This led to what I termed the 
universal ‘second year slump’ when the excitement of starting training was 
fading but the end of training still seemed a long way off, with big academic 
hurdles lying ahead. This account also reflects upon our growing 
independence as a group and our increasing professional autonomy in some 
spheres whilst also considering how at times we simultaneously harboured 
underlying feelings of inadequacy as clinical psychologists. Particular 
attention was paid to the evolution of group roles and how our 
understanding of group theory and dynamics grew and informed our 
professional practice. This account finally reflects on my view of mine and 
my fellow group member’s personal and professional development over the 
course of the second year, and the impact this had on our clinical skills.
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Volume I: Clinical Dossier
The following clinical dossier contains a three page summary of my three 
years of placement experience detailing the nature of each placement and 
the range of clinical experienced gained on each. This dossier also contains 
summaries of the four written case reports and the one oral case presentation 
of clinical activity.
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Summary o f  Experience on PsychD Clinical Psychology Training
Placement 1: One Year Adult Mental Health Placement
My first placement was split between a Primary Community Mental Health
Team (PCMHT) and a tertiary Rehabilitation and Recovery Team (R&RT).
I worked with working age adults (aged 18-65 years) from diverse 
backgrounds. In the PCMHT I worked with a range of presenting adult 
mental health difficulties (e.g. Panic, OCD, Depression, Borderline 
Personality Disorder, Trauma/PTSD, Chronic Pain, Dementia, 
Bereavement), and in the R&RT I worked with severe and enduring 
difficulties (e.g. Psychosis, Schizophrenia, Bipolar Affective Disorder). I 
conducted detailed psychological assessments using psychometric 
assessments, se lf report/outcome measures, clinical interviews and 
structured interviews. I worked on an individual and MDT basis using a 
range of therapeutic models including: CBT, an integrative attachment 
model, systemic, solution focused therapy, psychodynamic and a family 
intervention for psychosis. I also co-facilitated a Mindfulness Based CBT 
group for long standing OCD. In the R&RT I conducted a service evaluation 
project auditing adherence to NICE guidelines for Bipolar Affective 
Disorder and Schizophrenia and barriers to referral for psychology. I 
presented the findings to the team, as well as presenting findings from a 
Discourse Analysis study exploring mental health stigma in the media and 
how this can impact on our work as health care professionals.
Placement 2: Year Two Child and Adolescent Placement 
In my second year I was placed in a secondary Community Child and 
Adolescent Mental Health Service (CAMHS). This gave me the opportunity 
to work closely with a child MDT which included: other psychologists, 
psychiatrics, social workers, family therapists, health care workers, nurses 
and play therapists. This placement also incorporated a lot of systemic and 
family working and interdisciplinary and interagency working (e.g. with 
schools, social services, primary care, educational psychologists). I worked 
with both male and female children age four to seventeen from a range of
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family, spiritual, cultural and socioeconomic backgrounds. I worked with 
difficulties including: depression, neurodevelopmental, phobias, self-harm, 
family difficulties, attachment, sleep disturbance and challenging behaviour. 
On this placement I mainly use a CBT/Behavioural approach with 
individual clients and did some systemic joint working with a family 
therapist, as well as having the opportunity to observe child Eye Movement 
Desensitisation and Reprocessing (EMDR). I conducted a presentation to 
the local CAMHS psychology group about New Ways of Working for 
Applied Psychologists and co-facilitated an Autistic Spectrum Disorder 
parenting group with another psychologist.
Placement 3: Year Two Learning Disability Placement 
For my third placement I worked in an adult (18yrs +) Community People 
with Learning Disability Service (CPLDS). Like the child placement, I 
worked in a range of different settings (e.g. clinics, client’s homes, day 
centres, residential homes, supported living accommodation) and worked in 
multi-agency contexts (e.g. social services, charities). I worked with ethnic, 
cultural, socioeconomic and gender diversity, and with varying degrees of 
intellectual impairment and physical disability. I worked in a range of 
models (CBT, Systemic, Psychodynamic, Interpersonal Psychotherapy, and 
Attachment) with a range of presenting difficulties (e.g. self-esteem, 
assertiveness, OCD, social anxiety, psychosexual education, and 
relationship work). I conducted several neuropsychological assessments 
exploring intellectual functioning, Dementia in individuals with Downs 
Syndrome and capacity. On this placement I was involved in risk 
assessments, mental capacity assessments and vulnerable adult procedures. I 
also conducted residential and day centre staff training on Downs Syndrome 
and dementia and bereavement training, and presented a case formulation 
and intervention to the CPLDS psychology department.
Placement 4: Year Three Older Adults Placement
My fourth placement was a one year split placements conducted 
concurrently with placement five. I worked in a secondary Community
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Mental Health Team for Older People (CMHTOP: 65 yrs +). I worked in a 
range of settings (e.g. client homes, day hospitals, nursing homes, inpatient 
wards). I worked individually with clients, indirectly with family members, 
MDT and care staff, and directly with carers offering therapeutic support. I 
worked with a range of presenting difficulties (e.g. depression, anxiety, 
bereavement/loss, adjustment, relationship difficulties, chronic health 
problems, Parkinsons, Dementia, and Stroke). This placement enhanced my 
developmental life-span thinking and I drew on a range of models including: 
ACT, CBT, Behavioural Therapy, Psychodynamic and Systemic. I also 
gained extensive neuropsychological experience using a range of 
psychometric tests including dementia screening batteries. I was given the 
opportunity to supervise an assistant psychologist, support a first year 
trainee in conducting a psychometric assessment and provide consultation to 
the MDT. I conducted a well received presentation to the MDT on 
Cognitive Stimulation Therapy (CST) for Dementia and the need for such a 
group in the service.
Placement 5: Year Three Advanced Competencies Placement 
For the second part of my year long split placement I conducted my 
advanced competencies placement in a tertiary Psychotherapy Department. 
This extended placement gave me the opportunity to provide 
psychodynamic therapy to individual’s with complex and longstanding 
difficulties over a one year period. I mainly worked in a Freudian 
Psychoanalytic model and worked with patients with neurotic and 
borderline personality organisations, with comorbid self-harm and eating 
disorders. I observed psychoanalytic assessments by qualified 
psychotherapist. I attended the Intensive Outpatient Project (lOP) dynamic 
treatment for personality disorder group process meetings, also attended by 
individual analysts, group analysts and psychodrama therapists. Here I 
conducted a case presentation to the team about one of the lOP patients. On 
this placement I also attended theoretical seminars and assessment 
workshops, visited a local service user led personality disorder group and 
attended a 5 week assessment workshop at the Institute of Psychoanalysis.
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Summary o f  First Case Report: Adult Mental Health
Cognitive Behavioural Therapy assessment and intervention for panic 
disorder with a 21 year old women
Referral: Miss Lewis was a 21 year old women referred by her GP for anger 
management to the Primary Community Mental Health Team (PCMHT). 
Assessment & Formulation: During the assessment she reported that her 
anger had declined and that her main difficulties were panic attacks, 
depression and post traumatic symptoms (e.g. hyperarousal, avoidance). As 
a result of a previous abusive romantic relationship Miss Lewis feared for 
her safety and developed the belief that she was ‘weak’ and ‘vulnerable’; 
other people were unpredictable (especially men); and that the world was a 
dangerous place. She began to experience panic attacks in busy public 
places or during confrontations and feared she may lose control and collapse 
during a panic attack. She therefore conducted safety behaviours (e.g. 
avoiding threatening situations, wearing flat shoes to run from danger). 
These behaviours maintained her fear by preventing her from gaining 
disconfirmatory evidence of her ability to cope. Panic disorder was seen as 
her primary presenting difficulty due to her significant fear of the panic 
attacks, with comorbid posttraumatic symptoms and depression. 
Intervention: following NICE guidelines eight CBT intervention sessions 
were conducted for panic: 1) formulation and CBT socialisation; 2) 
Behavioural work: desensitisation hierarchy, in-vivo behavioural
experiments; 3) Cognitive work: tackling dysfunctional schema; 4) relapse 
prevention and follow-up. Outcome: All panic attacks and safety behaviours 
stopped and she reported no longer holding negative cognitions (e.g. I’m 
weak and vulnerable). Indirectly her depression and post traumatic 
symptoms also improved from severe to within the normal range.
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Summary o f  Second Case Report: Adult Mental Health
Integrative attachment-based work with a woman in her early 30’s 
with interpersonal difficulties
Referral: Miss Spencer, a woman in her early 30’s, was referred to the 
Primary Community Mental Health Team (PCMHT) by her GP for 
psychological input for depression and anger management. Assessment 
Miss Spencer described a childhood with unloving parents, an unpredictable 
and frightening mother with mental health problems, and seven years of 
childhood abuse by a neighbour. Her present relationships were turbulent 
and she described continually feeling anxious, jealous and rejected. 
Formulation: Miss Spencer’s depression and anger problems were felt to 
stem from her interpersonal difficulties. She was formulated as having a 
disorganised attachment style where, due to her unpredictable parenting, she 
did not appear to have a consistent strategy for managing close 
relationships. Consistent with this she held a negative view of herself and 
others; had an incoherent narrative style; emotion regulation difficulties; and 
a history of sexual abuse. Intervention: Due to the perceived importance of 
her insecure parental attachments, previous unsuccessful CBT and GP 
referral for psychotherapy, 17 sessions of integrative attachment-based 
therapy were conducted. Miss Spencer did not want to talk about the abuse, 
however, we agreed to review this as therapy progressed. The intervention: 
1) introducing the model and formulation; 2) assessing areas of attachment 
difficulty and modifying attachment behaviours (e.g. managing closeness 
and avoiding unhelpful cycles of anger and rejection); 4) unplanned trauma 
work; 5) the ending. Outcome: Miss Spencer reported an improvement in 
her romantic relationships, reduction in her aggressive outbursts and 
improvement in her depression from severe to within the normal range.
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Summary o f  Fifth Case Report: Older Adults
An extended behavioural assessment and management of a woman with 
Vascular Dementia in her mid-70s exhibiting behaviour that challenged
Referral: Mrs Barnet was a women in her mid-70s referred to the 
Community Mental Health Team for Older People (CMHT OP) for 
psychological input around her reported ‘challenging behaviour’ towards 
care staff at her residential home. She was reportedly regularly verbally and 
physically aggressive to staff when they attempted to care for another 
female resident she called her daughter. Assessment: As recommended by 
the literature a multi-method extended assessment was completed that 
incorporated direct (e.g. ABC charts); analogue (e.g. experiments of 1:1 
time; increased family contact); and indirect assessment methods (e.g. 
clinical interviews; reviewing case records). Mrs Barnet had an existing 
diagnosis of vascular dementia, and a 50 year history of Bipolar Affective 
Disorder and psychiatric inpatient admissions. Formulation: It was 
formulated that due to Mrs Barnet’s mental health difficulties and numerous 
inpatient admissions she had not always been physically or psychologically 
available to her children, and carried enormous guilt about this. In her state 
of dementia where the line between her internal world and reality was more 
confused, Mrs Barnet saw her daughter in the vulnerable resident and 
wanted to take care of her as a way of making better her mistakes of the 
past. Consequently she would aggressively try to prevent staff caring for the 
resident. Recommendations : Recommendations were based around
behavioural management (e.g. differential reinforcement of non-aggressive 
behaviours) and emotional and psychological support to enhance her sense 
of security and sense of having been forgiven. Outcome: These 
interventions effectively reduced Mrs Barnet’s ‘challenging behaviour’.
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Volume I: Research Dossier
The following research dossier contains a service related research project 
and an email proving that the project findings were fed back to the service it 
was conducted in. This dossier also contains my major research project, a 
research log of experience, research dossier appendices, qualitative research 
project abstract.
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Abstract
Title: Adherence to NICE guidance for psychological intervention in 
Schizophrenia and Bipolar Disorder within a Tertiary Continuing Needs 
Service (CNS). Objectives: NICE recommend 1:1 CBT and Family Work for 
all service users with a diagnosis of Bipolar Disorder or Schizophrenia. The aim 
of this study was to determine unmet need and explore factors that influence 
care coordinators referrals Design: Phase 1: A clinical audit based survey 
design. Phase 2: Qualitative semi-structured interview methodology. Setting: 
Continuing Needs Service. Participants: 13 care coordinators in the CNS 
completed audit forms and 6 care coordinators (4 female, 4 male) were 
interviewed Main Outcome Measure: Phase 1: care coordinators completed 
audit forms detailing service user referral history and reasons for non-referrals. 
Phase 2: Interviewed 6 care coordinators about factors which influence 
decision to refer. Results: Phase A The majority of individuals meeting the 
criteria for CBT and/or Family Work had been referred, although several 
individuals were identified for referral. Phase 2: care coordinators knowledge 
and experience was found to strongly influence referral decisions. Conclusion: 
Professional experience may not be as quantifiable as guideline 
recommendations but its importance in decision-making should not be over 
looked.
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Introduction
The National Institute of Health and Clinical Excellence (NICE/ states that 
psychological treatments are indispensable in the promotion of recovery for 
both Schizophrenia (NICE, 2002) and Bipolar Disorder (NICE, 2006); and 
recommends individual Cognitive Behavioural Therapy (CBT) as a priority for 
individuals with persistent distressing symptoms, and Family Work for those in 
close contact with their families (See Appendix 1). However, of interest here is 
whether all service users who meet the criteria for psychological interventions 
are being referred, and if not why not?
Despite the Department of Health’s firm recommendations for compliance with 
the NICE guidelines, NICE has adopted the legal status of ‘guidance’ 
permitting healthcare professionals to exercise discretion in guideline 
implementation (Dent & Sadler, 2002). This said, huge variability in guideline 
adherence has been reported in the literature (Sheldon et a l, 2004). Sheldon et 
a l (2004) conducted a large study exploring NICE adherence in all primary 
care prescribing, hospital pharmacies, 20 randomly sampled acute trusts, 17 
mental health trusts and 21 primary care trusts. They found that NICE 
recommendations were more likely to be followed when there was strong 
professional support, a stable and convincing evidence base, and no increased 
funding requirements. Similarly Rogers (2003) suggests that adoption of 
innovations in healthcare are dependent on the perceived attributes and 
consequences of adoption, the type of innovation decision (e.g. optional, 
collective authority), communication channels (e.g. interpersonal, professional), 
nature of the social system (e.g. norms, interconnectedness), and promotion 
efforts by agents of change.
 ^NICE is an independent organisation providing guidance to the NHS on best practice in line
with evidence of clinical effectiveness and cost effectiveness.
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NICE guidelines have also been shown to have little impact in isolation on GP 
prescribing (Wathen & Dean, 2004). Instead other factors such as general 
confidence in recommendations, additional information, and support and 
adherence of other GPs also play a significant role (Wathen & Dean, 2004). 
Thus it appears clear that knowledge of NICE guidelines alone does not seem 
sufficient to influence clinical practice.
It has been suggested in the literature that health care professionals also rely on 
experience and intuition when making clinical decisions. Intuition is reportedly 
formed from experience and clinical judgement (Hams, 2000), and used during 
decision-making by a range of health care professionals, including clinical 
psychologists. Lucock et al (2006) surveyed 69 trainee and 95 qualified 
clinical psychologists and found that both groups tended to rely more on 
intuition and clinical judgement than evidence-based guidelines. This study did 
not however attempt to evaluate how effective these clinical judgements were. 
Thus, experience and intuition appear to play a role in clinical decision-making 
and perhaps also influence decisions regarding adherence to NICE guidelines 
on a client-to-client basis.
Despite increased interest in recent years over adherence to NICE guidelines, 
little detailed research has been conducted exploring the factors that may 
underpin non-adherence in specialist services. The current study aims to 
explore factors influencing psychological referrals in a tertiary Continuing 
Needs Service (CNS) currently operating with a minimal waiting list. Over the 
period covered by the data three qualified and several trainee clinical 
psychologists had worked in the service, and at the time of this study 
psychology provision equated to one full-time psychologist. While this research 
was being conducted no disciplines other than psychology were offering CBT 
or Family Work in the selected CNS, although two nurses were trained in 
Psychosocial Interventions (PSI). All referrals for CBT and Family Work were 
made directly to psychology and therefore have been referred to as psychology
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referrals in the current study. However, it is important to note that psychologists 
are able to offer a range of other therapeutic approaches, as well as other 
disciplines being able to offer PSI.
Aims and Objectives:
1. Identify service users who meet the criteria for CBT or family 
intervention in a tertiary mental health service and who have not been 
referred.
2. Explore factors that influence care coordinators’ referrals to psychology, 
including knowledge and application of NICE recommendations, in an 
attempt to learn more about obstacles to guideline adherence.
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Methods
The current study was conducted in two phases.
Phase 1 
Design
A  clinical audit based survey design was used for phase one of this research. 
Participants
All care coordinators (n=  13) in the designated team were sent the audit form 
to complete (see Appendix 2). The psychology referral history for 1:1 CBT and 
Family Intervention work between January 2005 and March 2007 was 
completed for all service users within the team (n = 126: Appendix 3^). Care 
co-coordinators had a 100% audit form return rate.
Measures
Audit Form -  (Appendix 2). Each care coordinator was provided with an 
audit form, listing each of their service users, and was asked to provide 
information regarding the service user’s diagnosis, if they had been referred for 
1:1 CBT and/or Family Work, if they had been seen by psychology, and if not 
why not.
Procedure
All care coordinators in the CNS were provided with the audit form along with 
an information cover sheet and instructions (see Appendix 4). Care coordinators 
completed the audit forms through application of prior knowledge of the service 
user’s intervention history, discussion at team meetings or by reference to
See Appendix 3 for details o f audited service user’s diagnoses
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clinical notes. The data from the audit sheets were then input into SPSS 
computer software.
Phase 2 
Design
A qualitative semi-structured interview methodology was used to explore 
reasons for non-referral in cases where service users met the NICE guidelines 
for either individual CBT or Family Work.
Participants
Six care coordinators from the CNS were interviewed who carried 63% of the 
team caseload. The care coordinators interviewed had a range of 9 - 24 service 
users that they care coordinated for (Mean =17). Two male and four female 
care coordinators were interviewed. Three described themselves as White 
British, one as White Irish and two as Indian. Their occupational backgrounds 
included: 1 Occupational Therapist (OT), 4 Community Psychiatric Nurses 
(CPNs) and 1 Social Worker. Care coordinators interviewed had a Mean of 22 
years experience care coordinating (range 3-33years).
Procedure
Interview. All CNS care coordinators were approached to take part in 
Phase 2 of the study and those who expressed an interest in being interviewed 
were provided with an information sheet and consent form (see Appendix 5). 
These were completed and returned on agreement to participate. Participants 
were met on an individual basis and were informed of their role in the research, 
confidentiality issues and their right to withdraw at any time.
The semi-structured interviews consisted of three open-ended questions devised 
by the researcher (Appendix 6: Interview Schedule):
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1. What factors influence referrals to psychology for CBT or family work?
2. In what circumstances would you not refer to psychology?
3. Do you ever find NICE guidelines helpful when considering referring?
A 15-minute slot was allocated for each interview, although in reality the 
duration ranged from 15-52 minutes {Mean = 27 minutes) due to the important 
points some care coordinators wanted to express. At the end of the interview 
participants were debriefed and given contact details of who to contact if they 
wished to discuss any issues raised. Due to the time constraints and scale of this 
project, as well as the extended duration of some interviews, it was infeasible to 
transcribe all interviews; therefore interviewee responses were noted during the 
interview and subsequently written-up. Care coordinators were then presented 
with a written record of their responses and asked to sign an agreement that the 
information provided was a true reflection of their responses.
Analysis. Interviewee responses were analysed using a form of thematic 
content analysis (Pauli & Bray, 1998). Interview data was clustered in a top 
down hierarchical format based on semantic similarities between responses. 
This involved the identification of common discussion points which were 
grouped together with other related factors and merged to form themes and 
subthemes within the data.
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Results
Phase 1
The completed clinical audit forms indicated that the majority of clients who 
met the criteria for GET and/or Family Work had been referred. Only 14% of 
those meeting the criteria for individual GET and 12% meeting the criteria for 
Family Work had not been referred (Table 1).
Table 1 : Number and percentage of service users meeting NICE criteria and 
being referred for 1:1 GET and Family Work
n
% o f service users in 
team
Total number of service users 126 100%
Individual GET
How many service users met criteria 74 59%
for 1:1 GET?
How many were referred? 57 4^%
How many were not referred? 69 55%
How many met the criteria but had 17 14%
not been referred?
Family Work
How many met the criteria for 34 27%
Family Work?
How many were referred? 19 15%
How many were not referred? 107 8?%
How many met the criteria but had 15 12%
not been referred?
102
Vol. I SRRP: Adherence to NICE
Table 2 demonstrates that the majority of service users not referred for CBT or 
Family Work did not meet the NICE guidelines (48% and 63% respectively)^. 
Other factors reported to influence referrals included: recognition of unmet 
psychological needs; concerns about engagement; current mental state and 
access to appointment.
Table 2: Care coordinators reasons for non-referrals for 1:1 CBT and Family 
Work
Reason for non-referral for 1:1 CBT Number o f  Service Users 
n (% o f total clients not 
referred)
No Persistent or disturbing hallucinations or 
delusions')"
33 (48%0
Client too mentally unstable^ 8 (12%)
Client dec ined offerj 5(7%)
Other: Done psychological work in the past| 5(7%)
Deemed not appropriate/ believed 
would not engage j
10 (14%)
Not identified as a need J 7 (10%)
Plan to refer 1(1%)
Total CB1" non-referrals: 69 (100%)
Reason for non-referral for family work
Family care less than lOhrs per weekf 67 (63%)
Client too mentally unstable $ 3 (3%)
Client &/or family declined offer| 12(11% )
Unable to get to appointment^ 2(2% )
Other: 
detail) J
(not enough data to explore in greater
23(21% )
Total Family work non-referrals 107(100%)
t  = Does not meet NICE criteria 
X = May meet criteria
 ^Individuals did not meet NICE criteria for 1:1 CBT in the absence o f persistent and distressing 
symptoms. Individuals did not meet the criteria for family work if their families had contact 
time less than 10 hrs per week
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Phase 2 Results
Thematic content analysis was conducted according to Pauli and Bray’s (1998) 
recommendations. The hierarchical relationship between themes and subthemes 
can be seen in the tree diagram in Figure 1. The theme and subthemes which 
emerged in responses to the three interview questions will be discussed in turn, 
with the majority of the subthemes relating specifically to the first two 
interview questions: What factors influenced referrals to psychology for CBT 
or Family Work, and in what circumstances would you not refer to psychology?
Beliefs about Self 
as care coordinator
Beliefs & Understanding 
of Psychology
Beliefs & Understanding 
about service user
Care Coordinators' 
Experience, Knowledge & Intuition
- Responsibility 
service user
- Team approach
- Try to m anage alone
- Reached boundaries of 
expertise
for - Precious Resource
- individual psychologist
- More harm than good
- Waiting list
- Knowledge of psychology
- Appropriateness of 
approach
- Threat of psychology
- NICE guidelines (Q3)
- Beliefs about engagem ent
- Service user w ishes
- Service user/CPA Focus
- Need?
- Psychology in past
- Mental state
- Practicalities
- Benefit?
Figure 1 : Key themes that emerged from Phase 2 care coordinator interviews.
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Primary Theme: Care coordinators ’ knowledge, experience and 
intuition. Knowledge and experience was an overarching theme for all care 
coordinators when considering psychology referrals, and appeared to inform 
understanding at the sub-theme level: "If I  refer someone I  think won’t attend 
and they dropout that strengthens my reliance on my experience and puts me off 
referring in the future " (P2). Two of the care coordinators explicitly reported 
using forms of intuition: “/  use gut instinct and experience to assess i f  someone 
is appropriate " (PI), and ""personal opinion” (P6).
Subtheme 1: Beliefs and understanding about service user. Individual 
care coordinators highlighted the importance of adopting an individual 
approach to client care and would not refer if they felt an individual was too 
mentally unstable (n=2), would not benefit (n=3) or would not engage (n=3). 
All practitioners cited their belief in unmet need as important: "I don’t refer for  
the sake o f iC (P5), as well as service user’s desire for psychological input.
Subtheme 2: Beliefs about self as care coordinator. Three care 
coordinators reported that they felt better sharing the responsibility in decision­
making and ""would discuss it with the team’" (PI) before referring. One 
individual questioned the role care coordinators are sometimes placed in as 
""gate keepers for psychology” (P2) and felt a great sense of responsibility to 
make the right recommendations: ""it makes me question i f  I  am doing my job  
properly i f  I  refer and they drop out or are inappropriate’^ (P2).
Subtheme 3: Beliefs and understanding o f psychology. Despite 
acknowledging that the CNS operates with a minimal waiting list, three care 
coordinators reported that response times influence referrals. Care coordinators’ 
belief that psychology was a precious resource was also seen to be important: 
"There are some places with long waiting lists so we should not waist sessions; 
they’re valuable” (P5).
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A sense of interdisciplinary tension was also described as influential («=3) in 
inpatient settings and community services where psychology has traditionally 
been segregated. They reported other professions reportedly "feeling threatened 
by psychologists telling them how to do their job (P4) leading to a reluctance 
to refer. Two other care coordinators reported concern that in some situations 
therapy may ""uproot issues and make things worse’’ (P5) or ""jeopardise their 
[i. e. service user’s] progress if  they ’re doing well” (P2).
Q3) Do you ever find NICE guidelines helpful when considering a 
referral? All but one of the care coordinators reported that they were not 
influenced by NICE when making referral decisions. Three care coordinators 
stated that they did not know what the guidelines were, or were unaware of the 
specifics. Two felt that an individualised approach was far more useful than 
following guidelines to the letter, and one care coordinators reported that NICE 
guidelines influenced their referral decisions, but felt that ""professionals should 
have the autonomy to draw on experience to make their own professional 
decisions” along side guidelines (P6).
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Discussion
Inline with NICE recommendations the current study aimed to identify all 
service users in the selected CNS who met the NICE criteria for CBT or Family 
Intervention and what factors influence care coordinators’ decisions to refer.
Phase 1: Audit
Phase 1 achieved its initial aim by establishing that 17 (14%) and 15(12%) 
service users respectively met the NICE criteria but had not been referred for 
1:1 CBT or Family Work. However, it became apparent whilst completing 
Phase 1 that NICE guidelines do not take all significant factors into account 
when determining appropriateness of referrals.
Phase 2: Interviews
The care coordinators interviewed were representative of the range of care 
coordinators within this team in terms of years of experience, ethnicity, gender 
and occupation, therefore are felt to be representative of the care coordinator 
views within the CNS. The generalisability of these findings will now be 
discussed with reference to existing literature. As with the current study, 
Telford et al. (2002) found that waiting times, access to preferred psychologist 
and preference for an individualized approach strongly influenced GP referral 
to psychology. However, unlike the current study, Telford et al. (2002) did not 
find that internal factors such knowledge and skills base were as influential as 
external factors (e.g. service provision, managerial guideline promotion). 
Consistent with the literature (e.g. Sheldon et ah, 2004), funding and belief in 
the appropriateness of the interventions is also influential in adoption, for 
example care coordinators belief in the preciousness of psychology and 
indifference for CBT.
Care coordinators reported that their decision-making was influenced by 
intuition or gut instinct, as was the case in previously cited literature. Hams
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(2000) states that "whilst intuition could he described as the black-market 
version o f knowledge, it would be more suitable to refer to such intuitive 
observations as a skilled pattern o f recognition’. However, despite some 
theorists continuing to highlight the importance of intangible processes such as 
intuition (Hams, 2000; Benner & Tanner, 1987), others question the legitimacy 
of this approach and feel that effective decision-making needs to be based 
around evidence-based medicine (Alam & Talha, 2005). This debate is ongoing 
and is an area for future research.
Methodological Critique
It would have been beneficial to have conducted a pilot study to trial the audit 
form to ensure the requirements were clear, however, due to the small scale of 
this research project this was not possible. Due to the limited scope of this 
project it was also not possible to transcribe all of the interviews verbatim, 
some of which extended well beyond the allocated 15-minute slot. This is 
obviously not the preferred methodology, although the best alternative was 
adopted in which participants were provided with a written account of the 
points they cited as key factors and a signed agreement was obtained that the 
data was a true reflection of their responses. I am able to reflect on my position 
as interpreter in the research process, as would be the case in any qualitative 
piece of work. Despite standing back as much as possible, I am nevertheless 
aware that in the position of trainee clinical psychologist one can sometimes 
feel constrained by working to recommended government guidelines. Akin to 
my personal viewpoint, the findings of this study suggest that there are other 
factors important in the decision-making process then purely meeting guideline 
criteria. However, in light of these findings I feel it is important to emphasise 
how non-directive I was in the interview process.
Service-related Implications and Conclusion
The findings of this study will be disseminated to the team by means of a 
written summary and presentation. It is recommended that increasing access to
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CBT and Family Work could be achieved by increasing the use of CBT skills 
and training held by other team members (e.g. two PSI trained CPNs). Care 
coordinators who asked for more information about NICE recommendations for 
psychological interventions with psychosis were provided with a copy of the 
NICE referral flow chart (see Appendix 1), as a means of completing the audit 
cycle (Barker et al, 2002). It may also be of use to offer further information 
about NICE guidelines to this team, however what is clear from these findings 
is that even when care coordinators are aware of NICE guidelines they still 
appear to favor an individualistic approach to client care in which they are able 
to draw on knowledge, experience and intuition as valuable sources of 
information. Thus, with the continued controversy regarding the blanket 
appropriateness of NICE guidelines in clinical decision making, and increasing 
value and research interest being placed on more elusive concepts such as 
intuition, it is debatable whether unquestioning adherence to NICE is the best 
option. In conclusion one could argue that as long as care coordinators are 
aware of the evidence base and make informed decisions, it is important not to 
devalue other factors that influence the decision-making process.
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Appendix 3: CNS Service User’s Diagnosis statistics
Service User Diagnosis No. of service Users 
(Total in CNS 126)
Schizophrenia 80
Bipolar Affective Disorder 23
Schizoaffective Disorder 6
Borderline Personality Disorder 4
Schizophrenia and Asperger’s 3
Syndrome
Asperger’s Syndrome 2
Recurrent Depression 2
Drug Induce Psychosis 2
Paranoid Psychosis 2
Persistent Delusional Disorder 1
Depressive Psychosis 1
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Abstract
The aim of the current study was to explore the role clinical psychology trainee 
and supervisor attachment patterns play in the development of the Supervisory 
Working Alliance (SWA). Trainees and their supervisors from the University of 
Surrey, University of East London, University Collage London and Salmons 
Canterbury University were invited to participate. A final sample of 46 matched 
trainee-supervisor dyads participated in the study. They completed the Working 
Alliance Inventory trainee or supervisor version (WAI: Bahrick, 1990) 
measuring supervisory goals, tasks and bond; and the Experience in Close 
Relationships-Revised Questionnaire (ECR-R: Fraley et al., 2000) measuring 
attachment anxiety and avoidance. Trainee and supervisor anxiety was found to 
be significantly negatively related and predictive of their own rating of the 
supervisory bond and goals respectively. Trainee anxiety was also found to 
moderate the relationship between supervisor anxiety and supervisors’ rating of 
supervision goals, partially demonstrating the impact of dyadic attachment 
combinations on the SWA. The predicted relationship between trainee and 
supervisor attachment avoidance and the SWA was not found. Additionally 
neither trainee nor supervisor attachment was found to directly predict their 
partner’s rating of the SWA. Taken together, the findings indicate that an 
individual’s own attachment anxiety may play a more significant role in their 
perception of the SWA than their attachment avoidance or their supervisory 
partner’s attachment pattern. However, not all aspects of the SWA were found 
to be related to attachment, suggesting that attachment may not be as strongly 
related to the development of the SWA as previously anticipated.
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Section 1 : Introduction
Overview
Clinical supervision is crucial in shaping the emerging professional identities of 
clinical and counselling psychologists in training (Ramos-Sanchez et a l, 2002). 
These relationships offer support, education and guidance, and have even been 
described by Riggs and Bretz (2006) as ‘the most formative relationships of our 
professional lives’ (p. 558). A positive supervisory relationship plays a 
fundamental role in an individual’s personal and professional development as a 
psychologist (Bordin, 1983), as well as being shown to improve clinical 
outcomes (Foster et ah, 2007). It would seem important that training 
establishments give careful consideration to the pairing of supervisors and 
supervisees but in practice that is no simple task. Research has suggested that 
apparently well-suited individuals - in terms of factors such as personality, 
theoretical orientation or relational style - do not always form a positive 
supervisory relationship, whereas dyads with apparently large individual 
differences often form surprisingly positive ones (Riggs & Bretz, 2006). ‘By 
definition, all supervision takes place within the context of a relationship’ 
(White & Queener, 2003, p.203) and it is that 'relationship' that research has 
increasingly suggested is the single most important factor in successful 
supervision. With research continuing to emphasise the importance of the 
supervisory relationship, theoretical and empirical interest has naturally turned 
to one of the most significant relational frameworks of current times. 
Attachment Theory, to offer insight into what makes this crucial professional 
relationship more or less successful.
The following discussion will firstly explore supervision: the importance of 
supervision including its definition and encompassment in the context of 
clinical psychology; the history and evolution of supervision; the utility of 
various supervisory models; the importance of the supervisory relationship, and
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how the effectiveness of supervision can be measured. The second part will 
focus on attachment theory: the development of attachment theory; what 
constitutes an attachment relationship; classification and measurement of 
attachment; and the role of attachment in intrapersonal and interpersonal 
functioning. Next attachment in the context of supervision will be discussed 
and current research utilising an attachment framework for explaining the 
effectiveness of the supervisory relationship will be reviewed. Finally the 
rationale for the present study will be discussed by drawing together existing 
gaps in the literature and highlighting the limitations of current research.
Supervision
Supervision is seen to be a vital component of professional learning and 
development, and one way for a profession to self-regulate and maintain 
standards of service provision (Schon, 1983). The British Psychological 
Society’s Division of Clinical Psychology (DCP, 2003) states that supervision 
is a ‘core clinical activity to ensure the delivery of effective high quality 
services’ (p.2), and a means by which an individual is able to learn about the 
values, morals and ethical codes of conduct within their profession.
Supervision is defined by The Concise Oxford English Dictionary as a process 
by which one person ‘oversees the actions or work of [a person]’ (1990). There 
are, however, professional variations in the definition and operationalisation of 
the term, as well as in the regulation of and requirement for supervision, which 
for some are not mandatory. The current discussion will focus on supervision in 
the context of pre- and post-qualification clinical psychologists. The British 
Psychological Society’s (BPS) Division of Clinical Psychology (DCP) 
emphasises the importance of supervision in several guideline documents, 
although they have yet to provide a definition of supervision. Bernard and 
Goodyear (2004) offer a useful formal definition of supervision as:
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A relationship between senior and junior member(s) of a profession that 
is evaluative, extends over time, serves to enhance the skills of the junior 
person, monitors the quality of the services offered by the junior person, 
and acts as gatekeeper to the profession, (p.4)
This definition may be of particular relevance to psychologists in training 
because of the noted difference between junior and senior members of staff. 
However, as well as individual supervision, it is important to note other formats 
such as peer, group, cross-professional and consultancy supervision.
The Political and Service context o f Clinical Supervision 
Most clinical psychologists in the UK work in the National Health Service 
(NHS: Connexions Direct, 2009). In recent years there has been a shift in 
service commissioning and an expanding role for psychologists following 
increased evidence of the importance of psychologically informed interventions 
for a wide range of physical and mental health difficulties. The National 
Service Frameworks (e.g. DoH, 1999), National Institute of Clinical Excellence 
(NICE) Guidelines, New Ways of Working (NWW) and Improving Access to 
Psychological Therapies (DoH, 2007a) highlight this change in emphasis. The 
provisions of the new Mental Health Act (DoH, 2008) have also expanded the 
role of psychologists. Under the government’s latest initiative NWW For 
Applied Psychologists it is expected that clinical psychologists will provide an 
increasing level of supervision and consultation to the expanding number of 
low intensity therapists employed to work with clients with mild to moderate 
difficulties. NWW: Organising, Managing and Leading Psychological Services 
(DoH, 2007b) describes how, given the increasing number of psychology 
graduates, psychology assistants (of differing grades) and other professional 
groups delivering psychological therapies, psychologists will be expected to 
adopt greater leadership and supervisory responsibilities soon after 
qualification. The NHS Knowledge and Skills Framework (KSF) is a 
competence framework that supports personal development and career
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progression for the majority of health service employees, and addresses the 
need for supervision as a crucial part of their ongoing development. All six core 
KSF dimensions can be addressed in clinical supervision (i.e. communication; 
personal & people development; health, safety & security; service 
improvement; quality; equality & diversity), as well as other KSF dimensions 
including ‘Health and Wellbeing’ and ‘General’ learning, development and 
management.
Psychologists are expected to maintain and seek to improve standards of all 
aspects of their work and services through Continuing Professional 
Development (CPD) as part of Clinical Governance (DoH, 2004). Supervision 
and reflective practice are a fundamental part of CPD and is ‘mandatory...for 
members of The British Psychological Society and will be statutory as part of 
the enactment of professional regulation’ (DCP, 2003). The BPS states that 
psychologist should receive a minimum of 60-90 minutes supervision for every 
20 sessions worked and that newly qualified psychologists should receive more 
than this. For clinical psychologists in training, the BPS stipulates that formal 
scheduled supervision must take place for a minimum of one hour a week, and 
probably longer if conducting team or group supervision, as well as an 
appropriate amount of individual supervision. The BPS also states that trainees 
should have at least three hours a week of contact time with their supervisors, 
and considerably longer at the beginning of training (BPS, 2002). The BPS 
does not, however, advocate one model or style of supervision and states that 
this should be determined by thorough consideration of the clinical setting and 
the supervisee’s needs at their career stage (DCP, 2003).
History o f Clinical Supervision
Originating from social work in the 19* century (Harkness & Poertner, 1989) 
and in psychiatry in Freud’s practice in the 20* century (Freud, 1914/1986), the 
practice of supervision, particularly for training therapists, has been present
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since almost the beginning of therapeutic practice itself (Wheeler, 2004). Early 
accounts of Freud’s psychoanalytic supervision portray a disorganised, 
unstructured approach to supervision conducted through letters, group seminars 
and personal meetings, which bear little resemblance to modem supervision. By 
the 1920s the demand for psychoanalytic training and supervision had grown, 
leading to the development of formal training courses and the introduction of 
formal psychotherapy supervision by the Berlin Institute of Psychoanalysis 
(Jacobs et al, 1995). At this time the International Psychoanalytic Society also 
introduced mandatory supervision of their work with training patients and their 
coursework, such that supervision became accepted as the primary means of 
teaching psychotherapy (Beinart, 2004). As psychotherapeutic training and 
practice diversified and became more widespread and structured, so too did 
supervision and the range of supervisory models available. Models of 
supervision can be divided between those which are extensions of 
psychotherapy theory, and those developed specifically for supervision 
(Beinart, 2004).
Psychotherapy Models
Isomorphic supervision models exist for all therapeutic approaches. These 
draw on the approaches and techniques used within therapeutic practice to aid 
the trainee’s development and understanding of the model. For example, 
psychodynamic theories highlight the importance of developing the trainee’s 
ability to become aware of and resolve personal conflicts and to integrate 
knowledge gained from personal analysis (Dewald, 1987). Cognitive 
Behavioural Therapy (CBT: e.g. Ellis, 1989; Liese & Beck, 1997) supervision 
helps supervisees to identify and challenge their negative automatic thoughts, as 
well as those of their clients. Systemic and family therapy supervision draw on 
the importance of interlocking family and supervisory systems and how family 
dynamics are played out in supervision (see Liddle et ah, 1997). It is clear that 
there are striking similarities between the processes occurring in therapy and
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those in supervision, and how research on therapy can greatly assist an 
understanding of supervision. For example, with particular reference to the 
current study, both the concepts of ‘attachment’ and the ‘therapeutic working 
alliance’ have stemmed from work within a therapeutic context. While some 
researchers feel that supervision will always be influenced to some degree by 
psychotherapy skills and techniques, Bernard and Goodyear (2004) argue that 
therapeutic models are too narrow to explain the complexity of supervision. 
They state that as well as the similarities there are also differences between 
therapy and supervision (e.g. the focus of sessions, the evaluative nature of 
supervision). This has lead to the development of supervision-specific models 
of supervision, which Holloway (1995) suggests can be divided into two main 
categories: developmental or social role models.
Developmental Models
Developmental models were the first specific supervision models and tended to 
suggest that supervisees progress through a series of developmental stages, 
assisted by the supervisor, towards their goal of becoming a competent clinician 
(Stoltenberg, 1981). At different stages the trainee’s needs and performance are 
said to differ, requiring the supervisor to adapt their supervisory style and 
approach to the trainee at that time. Early developmental models suggested a 
stage-based approach in which all supervisees progressed through the same 
stages towards competence irrespective of individual differences or their initial 
level of skill (Stoltenberg, 1981). Stoltenberg et al (1987, 1998) later expanded 
his earlier theory and has subsequently developed one of the most well-known 
developmental models of supervision, the Integrated Developmental Model 
(IDM). The IDM is a four-stage model in which supervisee’s self-other 
awareness, motivation and autonomy are assessed as indicators of their level of 
development. At level 1 supervisees have limited skills and are anxious and 
dependant on their supervisor, requiring high levels of structure and stability. 
At level 2, as the supervisee begins to develop experience, their focus moves
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from themselves to the client, and tensions arise between autonomy and 
dependency, requiring supervisory flexibility. At level 3 the supervisee has a 
broader knowledge and skills base, motivation is stabilised and a balance is 
gained between self- and client-awareness. At this stage, supervision should 
evolve into a more collegial relationship that requires less close observation and 
general professional autonomy. The IDM proposes that trainees may have skills 
at different developmental levels at the same time. However, on reaching level 
4 (also termed 31) the supervisee is able to function consistently at level 3 
across the range of domains whilst providing a flexible and personalise 
approach to their work.
As with other developmental models, the IDM could arguably be said to 
describe a process of attachment to the security of the supervisor. This 
similarity has also been noted by Pistole and Watkins (1995), who describe how 
the ‘seeming importance of attachment for counselling supervision appears 
inherent in many of the developmental supervision models that have been 
advanced’ (p. 468). It appears that the more experience supervisees gain, the 
more autonomy they exercise and the less need they have for structure in 
supervision. Interestingly, however, this changes in the face of a clinical crisis 
when there is a need for increased support and structure irrespective of level of 
experience (Tracey et a l, 1989). It is important to note this process for the 
current study as it demonstrates an attachment process occurring in supervision 
that was not commented on by developmental supervision researchers. There is 
some evidence for the utility of supervisors being aware of and adapting their 
supervision behaviour depending on their supervisee’s developmental level and 
needs (Worthington, 1987). However, despite the popularity and intuitive 
appeal of developmental models they have been criticised for their lack of 
rigorous empirical support (Beinart, 2004).
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Social Role Models
Social role models form the third and final group of supervision models 
discussed here. They propose that supervisors approach supervision with a set 
of skills and basic assumptions that they have acquired from their roles in other 
areas (e.g. providing therapy, teaching, evaluating, consulting), which help 
them fulfil their supervisory function (Carroll, 1996; Williams, 1995). The two 
most popular frameworks proposed for this model are the Discrimination 
Model (DM: Bernard, 1979) and the Systems Approach to Supervision (SAS: 
Holloway, 1995).
The DM (Bernard, 1979; Bernard & Goodyear, 2004) was initially developed 
as a means of teaching therapists how to supervise and is constructed around 
three foci - intervention, conceptualisation and personalisation - that 
supervisors need to evaluate. In order to achieve this, they need to engage with 
their supervisees by flexibly drawing from the roles of teacher, counsellor and 
consultant. The SAS (Holloway, 1995) is an elaborate model of supervision 
outlining the five functions (i.e. monitoring and evaluation, advising and 
instructing, modelling, consulting, supporting and sharing) and five tasks (i.e. 
counselling skills, case conceptualisation, emotional awareness, professional 
role fulfilment, self evaluation) which supervisors engage in during supervision. 
The SAS also incorporates a multi-system dimension which considers the 
context and influential components of supervision (i.e. supervisee, supervisor, 
client, and institutional factors).
Social role models posit that supervisors act in a similar way across a variety of 
important relationships, as people also do in attachment relationships 
(Mikulincer & Shaver, 2004). Despite attracting less popularity than 
psychotherapy and developmental models of supervision, they are nevertheless 
important to the current discussion in terms of the resemblance Social Role 
theory bears to attachment theory. Attachment theory suggests that individuals 
adopt similar roles and interaction styles across relationships that are influenced
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by their early relationships, and that people bring what they have learnt from 
one relationship into the next. This may explain why the supervisory 
relationship bears many similarities to other significant relationships such as the 
parent-child and younger-older sibling relationships (e.g. supportive, evaluative 
and a reducing power imbalance over time: Bernard & Goodyear, 2004).
Research into models of supervision has continually found that the model of 
supervision used by a supervisor accounts for only a small part of the variance 
in supervision effectiveness (Bernard & Goodyear, 2004). There are many 
markers of effective supervision that have been used in the literature including: 
therapeutic outcome, supervisee development/change, supervisee satisfaction 
with supervision etc. However, it has consistently been upheld that irrespective 
of the supervisory method used, the 'supervision relationship is probably the 
single most important factor for the effectiveness of supervision’ (Kilminster & 
Jolly, 2000, p.827).
The Supervisory Relationship
The supervisory relationship has come to be described as the cornerstone of 
effective supervision and resultantly has been a central focus in the supervision 
literature in recent years (Bernard & Goodyear, 2004). Fiscalini (1997) clearly 
highlights the complexity of the supervisory relationship when he describes it 
as ‘a relationship about a relationship about other relationships’ (p.80). The 
supervisory relationship is not, therefore, in its truest sense a dyadic 
relationship between supervisor and supervisee, but a pyramid relationship that 
at the very least also involves the client. It is this context, where the supervisee 
acts as a conduit between the supervisor and the client, that the concept of 
‘parallel processes’ evolved in the psychodynamic literature. A parallel process 
is a means by which the dynamics of the therapeutic relationship play out 
between the supervisor and supervisee via transference and counter­
transference processes. This mirroring of the therapeutic relationship in
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supervision has also been discussed in systemic arenas in which the related 
concept of isomorphism has been used, and refers to structural and relational, 
rather than dynamic, similarities between therapy and supervision (Beinart, 
2004). The importance of holding the client in mind and being aware that they 
are the focus of much of the supervision work is acknowledged here. However, 
for the purpose of this study the term ‘supervisory relationship’ will be used to 
refer to the more restricted focus of the dyadic relationship between supervisors 
and their supervisees, which would correctly be termed ‘the supervision’ (Hess, 
1987).
The focus of research in the supervision field has evolved in a similar way to 
models of supervision and towards recognition of the importance of the 
supervisory relationship, rather than the individual or the model, in good 
supervisory outcomes. Investigations of what makes a good trainee-supervisor 
match in the formation of the dyadic supervisory relationship have examined a 
variety of factors including level of experience, gender, ethnicity and cognitive 
style. There have been mixed findings in terms of trainee and supervisor 
experience level and whether this is related to the ability to form a good 
supervisory relationship (Heppner & Handley, 1981; Ramos-Sanchez et al., 
2002). Ramos-Sânchez et al. (2002) explored the impact of negative 
supervisory experiences on the ability to form a working alliance in 
supervision. They found that the alliance was damaged by the frequency and 
severity of negative supervisory events and lower levels of trainee 
development, and that these factors lead to reduced supervisee satisfaction with 
supervision and less positive client relationships. Research suggests that a 
match between some elements of cognitive style (e.g. intuitive ability) between 
a trainee and their supervisor led to better rating of the supervisory relationship 
from the supervisor’s perspective (Handley, 1982). However, trainee rating of 
supervision satisfaction and the interpersonal relationship was not related to a 
cognitive style match. The findings of this study also need to be interpreted 
with caution in the light of such limitations as a small sample size and statistical
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treatments that have led to an increased risk of a Type I error which could make 
the findings questionable.
Exploration of the impact of gender dynamics on the quality of supervision has 
resulted in mixed findings. In a study of 44 supervision dyads Sells et al. (1997) 
found that supervisees who preferred a more relational approach to supervision 
were better matched to female supervisors. Male supervisor-supervisee dyads 
adopted a more task-oriented approach than all other supervisory gender 
combinations, suggesting gender is an important consideration in supervisor- 
supervisee matching. However, Walker et al (2007) suggest that gender match 
is not so important. They report that any gender-mix in supervision is mediated 
by gender supportive behaviours (e.g. acknowledging the difficulty of a female 
trainee working with a convicted rapist) and non-supportive behaviours (e.g. 
supervisor sexualises or objectifies a trainee or client) and that it is these 
behaviours that have been shown to have a significant impact on the formation 
of a strong supervisor relationship
There also exist hypotheses for ethnicity as another individual difference which 
may impact on the formation of an effective supervisory relationship. Cook and 
Helms (1988) and Helms (1982) found that cross-cultural supervision was often 
‘unsatisfactory’ and ‘conflictual’ for supervisees. However, a combination of 
belief in their supervisor liking them and demonstration of the supervisor’s 
consistent interest led to slightly higher levels of supervision satisfaction 
irrespective of the cross-cultural supervisory context. Conversely Hilton et al. 
(1995) reported no differences of mixed-ethnicity supervisory dyads on the 
formation of the supervisory relationship. In a study of marriage and family 
therapists, Inman (2006) also found that trainees’ perception of their 
supervisor’s multicultural competence and the opportunity to talk about race 
issues was positively related to supervision satisfaction and mediated by the 
formation of a strong supervisory alliance. This is supported by Cheon and 
colleagues (2009) who conducted a large well-designed study exploring
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supervisory dyads and found that matched pairs for a range of individual 
characteristics did not improve the outcome of supervision. However, 
supervisee-rated satisfaction with their supervision was always strongly related 
to the strength of the supervisory relationship. These findings demonstrate that, 
despite research suggesting that some individual differences can impact on the 
quality and effectiveness of supervision, the supervisory relationship 
consistently appears to be the most important factor in predicting the 
effectiveness of supervision. But how can one assess for the effectiveness of the 
supervisory relationship? Key components that have been suggested as 
measures of supervisory success have all been assessed through markers of 
change, such as supervisee development, supervisee’s therapeutic outcomes and 
the development of a bond with one’s supervisor. However, an effective change 
model would need to take into consideration both the multi-faceted nature of 
development and the dyadic relationship. The ‘Supervisory Working Alliance’ 
is one model of the supervisory relationship and the supervisory change process 
that has dominated theoretical and empirical exploration of the effectiveness of 
the supervisory relationship since it was first proposed in the early 1980s 
(Bordin, 1983).
A Model o f the Supervisory Relationship: the Supervisory Working Alliance 
The Supervisory Working Alliance (SWA) is currently the most popular and
widely-researched model of the supervisory relationship and has been used
extensively as a means to determine the effectiveness of the supervisory
relationship. It originally stemmed from psychodynamic theory and
subsequently became accepted as a generic supervision model independent of
any particular psychotherapeutic approach. The concept of the 'Working
Alliance" was initially developed by Greenson (1967) in the context of the
therapeutic relationship and was later extended by Bordin (1979) from
psychoanalysis to a pan-theoretical model. Here it was described as a
‘collaboration for change’ and in fact he proposed that ‘the working alliance
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between the person who seeks change and the one who offers to be a change 
agent is one of the keys, if not the key, to the change process’ (p. 252) and that 
‘the effectiveness of a therapy is a function...of the strength of the working 
alliance’ (p. 253). Since its initial emergence, a vast amount of research has 
been conducted into the therapeutic working alliance and its importance in 
predicting therapy outcomes (see Gelso & Hayes, 1998; Horvath & Greenberg, 
1989, 1994; Martin et al, 2000).
The concept of the therapeutic working alliance was subsequently extended to a 
supervision context where its format remains similar to that within the 
therapeutic relationship (Bordin, 1983). This model of supervision focuses on 
how a supervisor and supervisee collaborate to achieve personal and 
professional supervisee development or change. The SWA and similarly the 
therapeutic working alliance, is composed of three elements: goals, tasks and 
bond. First, supervisee and supervisor together set supervisory goals or identify 
mutually agreed targets for an intervention. Bordin (1983) named eight 
potential Goals of supervision: mastery of specific skills; enlarging 
understanding of the client; awareness of process issues; increasing awareness 
of self and impact on process; overcoming personal and intellectual obstacles 
toward learning and mastery; deepening understanding of concepts and theory; 
providing a stimulus to research; and maintaining standards of service. 
Secondly, related to these goals, specific supervisory Tasks are established that 
are perceived as relevant and efficacious, and for which both the supervisor and 
supervisee accepts responsibility. All tasks should fall within each person’s 
expertise. Tasks that are too difficult or frustrating may damage the SWA by 
resulting in an impasse. Lastly, the supervisory Bond develops from the 
supervisory couple’s shared experience, incorporating aspects of mutual trust, 
acceptance and confidence (Bordin, 1983; Horvath & Greenberg, 1989).
The SWA is a construct that has been described as ‘fundamental’ in 
determining supervisee’s degree of personal and professional development.
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with supervisee development being one of the main measures of supervisory 
effectiveness (Riggs & Bretz, 2006). Research has explored the impact of the 
working alliance on supervisory outcomes and shown that a stronger 
supervisory working alliance is associated with the supervisee’s openness to 
disclose (Ladany, et ah, 1996) and their adherence to both treatment manuals 
and supervisor recommendations (Patton & Kivlighan, 1997). A strong alliance 
in supervision has also been found to have an impact on the strength of the 
working alliance supervisees form with their clients (Patton & Kivlighan, 1997) 
and clinical outcomes (Horvath & Symonds, 1991).
The evidenced importance of establishing a strong SWA, has triggered further 
research into supervisor and supervisee behaviour and individual differences 
that may impact on its development. An array of factors have been found to 
have a positive impact on the formation of the SWA, including appropriate 
supervisor self-disclosure (Ladany & Lehrman-Waterman, 1999), supervisory 
style and attractiveness (Ladany et al., 2001), supervisees’ perception of their 
supervisor as an expert and similar to them (Schultz et al., 2002), and open 
discussions about racial identity and diversity (Ladany et ah, 1997). However, a 
racial match between supervisors and their supervisees was not found to have 
an effect on the SWA (Ladany et al., 1997). Certain factors have also been 
found to have a negative impact on the SWA, such as a supervisor’s unethical 
behaviour (Ladany et al, 1999), role conflict and/or ambiguity (Ladany & 
Friedlander, 1995), and supervisees’ negative experiences in supervision, 
leading to less supervisee development and a poor relationship with clients 
(Ramos-Sanchez et a l, 2002).
Given that it has consistently been acknowledged that the 'relationship" is the 
fundamental ‘force of change’ (Bordin, 1983) in the development of clinical 
psychologists in training. Attention should usefully turn to a relational 
framework for understanding this crucial relationship. Attachment theory is one
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of the most widely-researched frameworks for understanding interpersonal 
functioning and behaviour within a relationship (Daniel, 2006).
Attachment Theory
Initially proposed by John Bowlby (1969/1997, 1979, 1988) and later advanced 
by Mary Ainsworth et al. (1978); attachment has been described as the 
combination of two complementary bonding systems between the individual 
seeking ‘attachment’ and the individual providing ‘caregiving’ (Bowlby, 1988). 
In this context, attachment is a process whereby an individual tends to maintain 
proximity to an emotionally significant preferred other (i.e. the caregiver or 
attachment figure), who provides a sense of security and is felt to be more 
competent in dealing with the world than the individual themselves. Caregiving 
is therefore the process by which protection, comfort and soothing is provided, 
as well as offering support for guided exploratory behaviour. Attachment theory 
maintains that the relationship bond is fundamental in an infant’s development 
and that a child’s sense of security and self-esteem is dependant on the 
availability of a trusted and reliable caregiver (Bowlby, 1969/1997). This 
primary caregiver can be used as a 'secure hase ' for the infant, from which they 
can explore the world; and can provide a ‘safe haven’ to return to when 
distressed (Ainsworth, 1989). Theoretically this attachment relationship leads to 
the development of an internal working model, or mental representation, of how 
lovable the child is and how trustworthy others are and provides a framework 
for understanding subsequent significant relationships (Grossmann et al., 2005). 
Thus, by the age of three years the attachment pattern becomes a product of the 
individual rather than the relationship. These models are then used to help the 
person predict others’ behaviour and plan how to respond, becoming 
increasingly complex as people experience a range of different relationships 
(Bowlby, 1973/1998). Individuals’ internal working models are relatively stable 
across time and relationships, with longitudinal research suggesting childhood
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attachment styles persist into adulthood (Bartholomew & Shaver, 1998). 
Nevertheless, they are open to a certain degree of plasticity (Collins & Read, 
1994). For example, if someone grows up in an environment that leads them to 
develop insecure models they may still be able to develop earned security in 
adulthood in the presence of a reliable and consistent romantic partner. This 
also means that change to internal working models can occur in therapy in the 
context of a secure therapeutic relationship (Daniel, 2006).
Attachment research initially focused on the attachment relationship between an 
infant and its mother and was later extended to explore the relationship with 
other significant individuals, such as fathers and nursery staff (Mikulincer & 
Shaver, 2004). Research has shown that as well as forming a primary 
attachment relationship, usually with the mother, infants also simultaneously 
develop a number of other attachment relationships. This has been described as 
an adaptive developmental process, providing a range of different attachment 
figures who are able to provide different sources of support in a variety of 
settings (Trinkle & Bartholomew, 1997). Being a lifespan theory, people 
continue to develop a range of attachment relationships throughout life that can 
strengthen or decline depending on life stage and circumstance, such as fathers, 
grandparents, siblings, friends and romantic partners (Hazan & Shaver, 1987) 
and in old age one’s own children (Ainsworth, 1989). As Bowlby describes, 
attachment relationships ‘characterize human beings from the cradle to the 
grave’ (1979, p. 129). The common defining features of all these relationships 
are that they are meaningful and emotionally important, where there is a likely 
power differential, and they are where change and development takes place 
(Ainsworth, 1991).
Attachment patterns have been found to be relatively stable throughout both 
childhood (Bowlby, 1988; Grossmann et al., 2005) and adulthood (Davila et 
al, 1997; Grossmann et a l, 2005). However, adults can have multiple 
attachment figures and these different relationships can vary in their security.
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Theoretically attachment relationships are thought to be organised 
hierarchically, with parents, romantic partners and friends the more important 
primary attachments (Trinke & Bartholomew, 1997). This hierarchy is 
theoretically, composed of internal working models of both attachment security 
and insecurity. These provide access to memories of specific attachment 
figures and general relational schema and behavioural repertoires that can more 
or less flexibly be applied to situations with a range of different individuals 
(Mikulincer & Shaver, 2003). The implication is that the general, chronically 
accessible model co-exists within a network of more specific models that are 
stimulated by context. Potentially, this includes supervision (Mikulincer & 
Shaver, 2003).
The general style or pattern of interaction by individuals with important others 
is demonstrated by the specific behaviours they engage in. These attachment 
behaviours cluster to form attachment orientations, or specific styles of 
interacting in important relationships that have developed as a result of the 
primary caregiver’s reaction to their child’s behaviour. If the primary caregiver 
has been consistent, prompt, appropriate and reliable the infant will develop a 
‘secure’ attachment. However, if the primary caregiver is inconsistent, resistant 
or unable to meet the infant’s needs, they may develop an ‘insecure’ attachment 
(Bowlby, 1969/1997).
Attachment can be grouped into different approaches to close relationships that 
depend on ones view of oneself and others (Bowlby, 1973/1998; Bartholomew 
& Horowitz, 1991). Ainsworth and her colleagues (1978) were the first to 
report on the distinctive attachment patterns/styles observed in extensive 
observational studies of mother-infant interactions (the Strange Situation). She 
initially identified three patterns in the way infants were able to use their parent 
as a 'secure hase ’ in an unfamiliar environment. Those who gained comfort in 
being close and dependent on their parent were labelled as secure', those who 
had difficulty being close to and dependent on their parent were termed
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insecure-avoidant; and those who remained close but were unable to be 
comforted by their parent were termed insecure-ambivalent. Main and Solomon 
(1986) later added a fourth category, disorganised attachment, in which 
children were reported not to have a consistent strategy for managing close 
relationships. This resulted from inconsistency on the part of their caregiver, 
who exhibited frightened or frightening behaviour towards the child. These 
infants would revert to behaviours such as freezing, rocking or avoiding eye 
contact with the caregiver. All attachment research stems from Bowlby and 
Ainsworth’s infant research, but since this time a wide range of approaches has 
evolved for conceptualising and measuring child and adult attachment.
Measuring Attachment
In the 1980s, two distinct traditions of investigation of adult attachment 
evolved: the developmental/parenting research group and the romantic 
relationship research group (Bartholomew & Shaver, 1998). The developmental 
group, led by Main, began to explore how an adult’s state of mind in relation to 
their childhood attachments influenced their parenting style with their own 
children and consequently influenced their children’s developing attachment 
style (Main & Goldwyn, 1984: cited in Daniel, 2006). Following developmental 
and clinical traditions, this branch of attachment researchers valued interview 
and observational methods of assessment above self-report questionnaires. 
Main and her colleagues developed an interview schedule (the Adult 
Attachment Interview: AAl) to assess parents’ perception of their childhood 
family relationships and from this have been able to predict their infants 
attachment classification in Ainsworth’s experimental Strange Situation 
mother-infant interactions (George et al, 1985).
Originating from a personality and social psychology background, the romantic 
relationship group led by Hazan and Shaver founded their research on exploring 
the relationship between adult and adolescent loneliness and difficulty forming
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relationships due to insecure attachment. Following the personality tradition, 
this group favoured questionnaire-based measures of attachment and developed 
a range of self-report measures purported to tap conscious feelings and 
behaviours in the context of significant relationships (e.g. partner, best friend). 
The self-report methodology is no doubt one of the most practical for large 
scale research, however, some even argue that it is the most effective method 
for assessing the bond between designated pairs in current relationships 
(Daniel, 2006).
The first self-report attachment measure (Hazan & Shaver, 1987) was 
composed of three relational descriptions based on Ainsworth’s three 
attachment categories (secure, avoidant and anxious) and required participants 
to think about their most important romantic relationships, selecting the 
description that was most self-descriptive. Research has demonstrated that self- 
report measures of adult attachment relate significantly to how individuals talk 
about their close relationships, observations of marital communication, 
relationship break-ups, patterns of self-disclosure and the seeking and provision 
of social support under stressful conditions (Bartholomew & Shaver, 1998).
Both groups’ research stems from the work of Bowlby and Ainsworth and 
classifies individuals on the basis of Ainsworth’s three-category model. There 
is considerable evidence for the convergence of adult attachment measures. 
Bartholomew & Shaver (1998) argue that past research which states that 
methods are not related has been methodologically limited and when there is a 
match in the domain of attachment being assessed (e.g. romantic relationships 
or childhood attachment), then there is greater convergence. The AAl has been 
found to relate to the quality of marital relationships, as parenting style has 
been found to relate to romantic attachments (Shaver & Fraley, 2004). In 
Ainsworth’s (1969) original three-category observational classification of 
children, in the Strange Situation the proportions of attachment organisations 
were 66% secure, 20% avoidant and 14% ambivalent. These proportions have
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been found consistently in western populations using this method. Roughly the 
same proportions have been found in adulthood using the AAl with a non- 
clinical low risk population: 58% secure, 24% dismissing, 18% preoccupied 
and 19% also classified as unresolved with respect to trauma or loss (van 
Ijzendoom & Bakermans-Kranenburg, 1996). Self-report adult attachment 
measures also report roughly the same prevalence of secure (60%), avoidant 
(20%) and anxious-ambivalent (20%) styles as Ainsworth and the AAl methods 
(Ainsworth et al., 1978; Hazan & Shaver, 1987), although here it has been 
argued that the avoidance under comparison is different. The AAl measures 
avoidance characterised by ‘a defensive maintenance of self-sufficiency 
(labelled ‘dismissing’) and the other [avoidance in romantic relationships] 
motivated by a conscious fear of anticipated rejection by others (labelled 
‘fearful’)’ (Bartholomew & Shaver, 1998, p.27). Both aspects of avoidance are 
equally important in the assessment of attachment, as is consideration of the 
developmental and social psychology origins of attachment research. 
Bartholomew and Horowitz have usefully bridged the gap between these two 
attachment traditions by creating a measure that was conceptually based on 
both the AAl and Haven and Shaver’s self-report romantic relationship 
questionnaire and incorporates two forms of attachment avoidance 
(Bartholomew & Horowitz, 1991). This model also represents a move by some 
attachment researchers away from taxonomy and towards a dimensional 
conceptualisation of attachment.
A Dimensional Model o f Adult Attachment
Ainsworth’s three-category taxonomy of attachment has been highly influential, 
and understanding the development and correlates of these categories has been 
the focus of the majority of the empirical investigation of attachment (Cassidy 
& Shaver, 1999). More recently, however, evidence has begun to question the 
existence of a true attachment typology and suggest that there may be a 
continuum of attachment security underlying traditional attachment
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classifications (Fraley & Spieker, 2003; Fraley & Waller, 1998). Development 
in taxometric procedures have now made it possible to test the assumptions of 
categorical versus dimensional conceptualisations of individual differences in 
attachment and reveal that a two-dimensional model is most consistent with the 
data (Fraley & Spieker, 2003). In a range of studies, the dimensions appear to 
relate to attachment anxiety and avoidance, with some of the most valid and 
reliable adult attachment measures of current times (e.g. the Relationship 
Questionnaire: Bartholomew & Horowitz, 1991; Experience of Close 
Relationships Scale: Brennan et al, 1998; the Experience in Close 
Relationship-Revised scale: Fraley et al, 2000) being based on the dimensional 
research by Bartholomew and Horowitz (1991).
Bartholomew and Horowitz (1991) propose a four-style conceptual attachment 
scheme with two underlying dimensions based on Bowlby’s (1973/1998) 
internal working model concept of the ‘se lf  and 'others" (see Figure 1). These 
dimensions range from images of the self as positive to negative (‘1 am worthy 
of love and support’ to T am anxious and uncertain if I’m worthy of love’), and 
images of others ranging from positive to negative (other people are trustworthy 
and available to unreliable and rejecting). The combination of these two 
dimensions creates the four attachment categories
- secure (positive models of self and others)
- insecure dismissing-avoidant (positive self model and negative others model)
- insecure preoccupied (negative self model and positive others model) and
- insecure fearfuTavoidant (negative models of self and others).
Further research suggests that the two dimensions in this model reflect the 
underlying factors of attachment anxiety (e.g. fear of rejection and 
abandonment) and avoidance (e.g. level of discomfort with intimacy) (Brennan 
et al, 1998). Securely attached individuals are low in attachment anxiety and 
avoidance; preoccupied individuals experience high levels of attachment 
anxiety and low levels of avoidance; dismissing individuals experience low
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levels of anxiety and high levels of avoidance; fearful individuals exhibit high 
levels of attachment anxiety and avoidance.
Positive Model o f  
Others /  Avoidance 
Dimension
Positive Model 
o f  S e lf /  
Anxiety  
Dimension
Secure Preoccupied
Dism issing
/
►
Fearful
r
Negative  
Model o f  S e lf / 
Anxiety  
Dimension
Negative Model o f  
Others / Avoidance 
Dimension
Figure 1: Two-dimensional, four category model of adult 
attachment. Adapted from Bartholomew & Horowitz (1991)
An individual’s models of attachment anxiety and avoidance develop from 
infantile experiences of being cared for. As Mikulincer and Shaver (2004) 
describe, attachment figures who facilitate the restoration of emotional 
equanimity and provide a sense of security at times of distress increase a child’s 
confidence in the caregiver’s availability. Caregiver availability also confirms 
to the child proximity seeking as a reliable regulatory strategy and that through 
proximity seeking they are able to manage their own distress. This is termed the 
primary attachment strategy and leads to the development of secure attachment. 
However, when an attachment figure is unresponsive or unavailable the child
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has to find an alternative, or secondary attachment strategy, to regulate its 
distress and consequently develops strategies that 'hyperactivate" or 
'deactivate" the attachment system (Main, 1990; cited in Mikulincer & Shaver, 
2004). Hyperactivating strategies encourage the individual to fight for 
proximity to the unavailable attachment figure in the belief that s/he cannot 
survive without the attachment figure, and in a dimensional model of 
attachment represent high levels of attachment anxiety or preoccupation. 
Deactivating strategies attempt to avoid the pain caused by the attachment 
figure’s unavailability and rely on attachment strategies such as excessive self- 
reliance (Mikulincer & Shaver, 2004). In a dimensional model of attachment 
individuals who rely on deactivating strategies would be conceptualised as 
being high in attachment avoidance. Attachment anxiety and avoidance has 
been found to impact not only on how someone interacts with significant others 
(i.e. interpersonal functioning) but also, impacts on an individual’s internal state 
(i.e. intrapersonal functioning) due to differing perceptions of attachment 
figures’ availability.
Intrapersonal and Interpersonal Functioning and Attachment
Intrapersonal Functioning. It has consistently been demonstrated that 
attachment security has a ‘distress-buffering effect’ (Mikulincer & Shaver, 
2004). Insecure attachment has been linked to higher degrees of psychological 
distress and mental health problems such as anxiety, depression, hostility, 
somatisation, eating disorders, conduct disorder, substance misuse (Mikulincer 
& Shaver, 2004; Brennan & Shaver, 1995), personality disorders (Brennan & 
Shaver, 1998) and lower self-esteem (Bartholomew & Horowitz, 1991). The 
hyperactivating strategies found in attachment anxiety mean that this form of 
attachment insecurity has specifically been linked to increased threat appraisal, 
reduced belief in ones ability to cope with threats, poor self-image and 
increased rumination (Mikulincer & Shaver, 2004). Deactivating attachment 
strategies found in attachment avoidance have been linked to distancing and
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suppressing psychological and behavioural devices, such as isolating oneself 
from other people and ones internal world. This can lead to specific 
deactivation difficulties such as the resurfacing of avoided post-traumatic 
symptoms (Mikulincer & Shaver, 2004).
Insecure attachment has been linked to reductions in: curiosity, openness to 
new information, cognitive exploration and poorer coping-strategy use 
(Mikulincer, 1997). Those high in attachment anxiety reportedly rely on 
emotion-focused coping which can intensify the experience of distress. 
Individuals high in attachment avoidance draw on distancing strategies and 
secure individuals are more effective at utilising problem-focused coping and 
social support (Mikulincer & Florian, 1995; Mikulincer et al, 1993). Secure 
individuals often have a better integration of their positive and negative aspects, 
while anxious individuals generally have access to negative self-appraisals and 
avoidant individuals have poor access to negative self-attributes and low levels 
of self-integration (Mikulincer & Shaver, 2004). Anxious individuals tend to 
occupy a ‘hopeless-depressive’ position perceiving problems to be internal, 
stable, global, uncontrollable factors. Avoidant individuals tend to occupy a 
defensive position in which they attribute problems externally and blame others 
for failures. Overall attachment security leads to better emotional regulation and 
enhanced psychological well-being. However, the potential impact of 
attachment insecurity on the effectiveness of supervision appears an important 
consideration in light of the stress of clinical psychology training, the 
importance of effective coping-strategy use and an awareness of the additional 
support certain individuals may need.
Interpersonal Functioning. On an interpersonal level individuals with a 
secure attachment have been found to value relationships more and are better 
able to discuss relational issues (Mikulincer & Shaver, 2004). In this context, 
secure individuals benefit from enhanced problem-solving abilities and feel 
more able to ask for help and support from others compared with insecurely-
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orientated individuals (Florian et ah, 1995). Secure individuals also have the 
capacity to apply more effective strategies for managing interpersonal conflict 
and conflict resolution (Mikulincer & Shaver, 2004). Insecurely attached 
individuals tend to see relationships more negatively and find others are not 
able to give them the support they feel they need (Bartholomew & Horowitz, 
1991; Florian et al, 1995). Individuals high in attachment avoidance desire 
distance in relationships, exhibiting low emotional involvement and self­
disclosure, and lack trust and warmth in relationships. Individuals high in 
attachment anxiety search for extremely close relationships which can often be 
seen as obsessive, but they may be indiscriminate about partners and become 
easily jealous and angry with the partner when they perceive them as 
unavailable or not giving enough (Mikulincer & Shaver, 2004). Individuals 
high in attachment anxiety also exhibited a heightened degree of self-disclosure 
in an attempt to get close to people, which can be inappropriate in certain 
settings such as with strangers or work colleagues (Mikulincer & Nachshon, 
1991). As highlighted above, attachment anxiety is associated with a negative 
self-view. Conversely, avoidance is associated with a difficulty identifying 
negative self-attributes and managing others’ potentially negative perceptions 
of them (Mikulincer & Shaver, 2004). In the context of supervision, insecurely 
attached supervisees might therefore find it harder to manage the stressful 
evaluative nature of the relationship. Bernard and Goodyear (2004) argued that 
this factor would impact on the supervisee’s ability to be open to constructive 
criticism and develop as a therapist. As research has found, attachment security 
also has an impact on people’s ability to learn from those around them and their 
environment, stemming from their willingness to explore new situations and 
experiences (Mikulincer & Shaver, 2003). Thus research in this area has 
significant implications for training organisations when determining how best 
to support trainees and supervisors.
Individuals’ attachment security, or degree of attachment anxiety and 
avoidance, has been found to have significant implications for intrapersonal and
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interpersonal development and functioning throughout life. Consequently, it 
may be expected to have an impact on professional functioning and the ability 
to effectively provide or make use of supervision.
Attachment in Supervision
The common features of all attachment relationships are that they are viewed as 
meaningful, emotionally important and exist where there is potential for 
development (Ainsworth, 1991). To these ends, therapeutic (Bowlby, 1988; 
Daniel, 2006 review) and, more recently, clinical supervisory relationships 
(Foster et al, 2007; Kim & Birk, 1998; Neswald-McCalip, 2001; Pistole & 
Watkins, 1995; Ramos-Sanchez er al, 2002; Riggs & Bretz, 2006; Watkins, 
1995; White & Queener, 2003) have been classified as attachment 
relationships. Pistole and Watkins (1995) and Watkins (1995) were the first to 
extend attachment theory into the context of the supervisory relationship in 
theoretical papers citing anecdotal case examples. They maintained that the 
supervisory relationship was significant enough to be classed as an attachment 
relationship because it contained the two crucial elements of an attachment 
relationship: it is both emotionally important and crucial to development. The 
capacity for the supervisory relationship to be an attachment relationship is also 
supported by Foster and colleagues (2007). In a study of post-graduate 
psychology students they reported that 100 percent of trainees were in an 
attachment relationship with their supervisors. Participants were required to 
complete an attachment measure, the Relationship Scales Questionnaire (RSQ: 
Griffin & Bartholomew, 1994), twice. First in relation to a significant other and 
second in relation to their supervisor. Using a construct cut-off method trainees 
who were found to reference attachment to their supervisor to an equal or 
greater degree than that of their significant other were considered to be attached 
to their supervisors, with all trainees accordingly rated as attached. The two 
administrations of the RSQ were not counterbalanced, and this may have
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resulted in inflated scores on the second administration as participants became 
sensitised to attachment feelings (Foster et a l, 2007). Nonetheless, this study 
does provide evidence that the supervisory relationship could be considered an 
attachment relationship.
Like therapists and parents, supervisors have the potential to provide an 
external secure base for an individual if the right environment is provided. As 
Pistole & Watkins (1995) suggest, the factors which establish a secure 
supervisory base include availability, consistency, regularity, responsiveness, 
judicious intervention, empathetic sensitivity and flexibility, appropriate 
structure, agreement and working towards set goals and tasks. Most if not all of 
these factors can also be found in a good therapeutic relationship, as well as in 
good early parental relationships. Through the consistent provision of support 
the supervisee will have the potential to develop an internal working model of 
the supervisor as a secure base that will increase their sense of security, self­
esteem, confidence and autonomy as a trainee therapist.
Following Pistole and Watkins’ (1995) and Watkins’ (1995) call for research 
exploring the application of attachment concepts to the supervisory 
relationship, a further five empirical studies have been conducted to date 
exploring attachment in the supervisory relationship. I will now discuss each of 
these as the milieu to the present study.
Kim and Birk (1998) presented a conference poster of their research exploring 
the influence of trainee attachment on satisfaction with supervision, the 
trainee’s perception of their supervisor’s style and the supervisory relationship, 
measured using the Working Alliance Inventory-Trainee version (WAI-T: 
Bahrick, 1990). A heterogeneous sample of participants from a range of 
postgraduate North American counselling and psychology training courses was 
recruited. The trainees’ level of experience ranged from one month to 170 
months of supervised clinical practice and from three to 99 supervision sessions
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in the supervisory relationship under evaluation. Kim and Birk (1998) found 
that trainee attachment status was a significant predictor of trainee satisfaction 
with supervision, perception of the SWA bond and perception of the 
supervisory style, although they only accounted for a relatively small amount of 
the variance, ranging from 11% to 19%. The most powerful predictor of trainee 
satisfaction with supervision and perception of the supervisory style as 
attractive (e.g. warm, positive, supportive) or interpersonally sensitive (e.g. 
intuitive, invested, therapeutic) was the attachment security dimension (i.e. 
Confidence Relating to Others). This study was limited by assessing only the 
trainees’ evaluation of the supervisory relationship. Measures of the 
supervisor’s attachment style, their approach to the relationship and their 
perception of the work done in supervision and the dyadic supervisor-trainee 
bond were not incorporated. Attachment is a dynamic interactional process in 
which both parties bring their internal working models into the dynamics of the 
relationship. Although the relationship may not be equal in terms of mutual 
support, the supervisor’s interpersonal style and behaviours, as influenced by 
their attachment orientation, may impact on the trainee’s ability to feel safe and 
supported. Given the ‘reciprocal quality of adult attachment’ (Pistole & 
Watkins, 1995, p.460) an extension to this work could include measures of 
supervisor attachment and supervisor ratings of the supervisory relationship. A 
further limitation of this research was that some of the participants had only 
received a few sessions of supervision within the supervisory relationship while 
others had been in the relationship for an extended period. This may have had 
an impact on the strength of the attachment relationship found; individuals may 
need to be in a relationship a certain length of time in order to feel secure and 
for their attachment systems to become activated. This study is therefore 
limited by its heterogeneous sampling in terms of participants’ level of 
experience, duration of supervisory relationship and professional training 
background, the impact of which were not controlled for or discussed by Kim 
and Birk (1998).
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White and Queener (2003) examined the impact of supervisor and supervisees’ 
attachment style and their level of social support on the formation of a strong 
SWA. They found that the supervisor’s ability to form secure adult attachments 
and forge a network of social support predicted both their own and their 
supervisee’s perception of the SWA. Interestingly, supervisee attachment and 
degree of social support was not related to their own or their supervisor’s rating 
of the supervisory working alliance. White and Queener (2003) stated that one 
reason may be that supervisees were generally at an early developmental level, 
with high levels of anxiety and less ability to focus on the supervisory 
processes. However, theoretically at this level of training it might be anticipated 
that there would be greater reliance on the supervisor and a higher degree of 
attachment system activation due to the need for support and advice. This study 
used a factor analytically derived measure of the working alliance - the 
Supervisory Working Alliance Inventory (SWAI: Efstation et a l, 1990). 
Despite being conceptually based on Bordin’s (1983) original SWA construct, 
the SWAI does not correspond exactly to his three-factor model assessing the 
agreement between goals, tasks and the bond within the relationship. Instead 
the SWAI examines the client focus, identification, and rapport within 
supervision as a measure of the SWA. It would be interesting therefore to 
examine what the impact would be on findings of using a measure of the SWA 
that was truer to Bordin’s original construct. This study, like Kim and Birk’s 
(1998) research, is also limited in terms of its generalisability to a British 
clinical psychology population. It was conducted in North America and the 
majority of the participants were masters counselling students from a range of 
courses, in which the nature of supervision may differ in comparison to 
doctorate level clinical psychology supervision.
Riggs and Bretz (2006) explored parental and pathological attachment styles 
and the formation of the SWA in 86 doctoral psychology interns. Supervisees 
perceptions of their supervisors’ attachment style were found to be more 
predictive of a positive SWA (task and bond) than the supervisees’ own
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attachment style. They also found that, irrespective of a supervisee’s own 
attachment style, a higher supervisory bond was reported in securely rated 
supervisors. Although it does not include supervisors’ own rating of their 
attachment, this study supports White and Queener’s (2003) findings that 
supervisor attaehment was a more important predictor of the SWA than 
supervisee attaehment. Path analysis of Riggs and Bretz’ (2006) findings 
revealed that parental indifference may contribute to the development of 
compulsive self-reliance and consequently influence perceptions of a 
supervisor’s attachment style. This in turn shapes the SWA first through 
supervisory tasks and then through bonds and goals. Riggs and Bretz (2006) 
also found that dismissing/avoidant supervisees had the lowest mean ratings for 
all three SWA sub-scales. Despite these useful findings this study, as with Kim 
and Birk’s (1998) research, was limited by using only supervisee ratings of the 
SWA and supervisees’ perception of their supervisors’ attachment style. 
Limited attention was paid to supervisees’ ability to recognise and accurately 
rate interpersonal behaviours and attachment style, particularly those with 
insecure attachment who would be expected to have particular difficulty with 
this (Mikulincer & Shaver, 2004). This study included only experienced 
trainees and a future development could include trainees across all levels of 
training to explore supervisory attachment needs at different developmental 
stages.
Riggs and Bretz (2006) failed to find the hypothesised relationship between 
supervisee attachment and the SWA, a factor that may have been influenced by 
their choice of attachment measure. The Relationship Questionnaire (RQ: 
Bartholomew & Horowitz, 1991) is a self-report measure designed to assess 
adult attachment within Bartholomew and Horowitz’s (1991) four-category 
framework, as previously discussed. It is composed of four short paragraphs 
each describing a prototypical attachment style (secure, fearful, preoccupied 
and dismissing). Participants rate their perceived similarity to each of the four 
prototypes on a 7-point Likert scale and choose one description that they feel
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best describes them. However, the second part of the RQ assessment requires 
participants to accept one overall description, even if it does not entirely fit how 
they may view their behaviour in important relationships. It has consequently 
been abandoned in the development of a more sophisticated dimensional 
attachment measure. In another supervision study, Ramos-Sanchez and 
colleagues (2002) reported difficulty in using the RQ resulted in their inability 
to use their attaehment data following unexpectedly high levels of self-rated 
secure supervisees. Since its initial development, the RQ has been found to 
have a relatively low degree of measurement precision and fidelity in 
representing the trait continuum. The two factor model of anxiety and 
avoidance has subsequently been further developed in the Experience in Close 
Relationships scale (ECR: Brennan et al, 1998) and Experience in Close 
Relationships-Revised (ECR-R: Fraley et al, 2000).
Foster et al (2007) examined supervisory attachment as a predictor of 
supervisee professional development. In a sample of 90 supervisor-supervisee 
dyads from diverse therapeutic professional backgrounds (e.g. clinical 
psychology, marriage and family therapy, social work, counselling) supervisee 
attachment was found to be predictive of self-reported professional 
development but not supervisor-rated supervisee development. Thus, insecurely 
attached supervisees rated their professional development significantly lower 
than secure supervisees. This is theoretically consistent with suggestions that 
insecure individuals have a more negative self-perception and may overly 
attend to personal failures rather than successes (Mikulincer & Shaver, 2004), 
leading to more negative perceptions of self-rated development. Supervisor 
rating of supervisee development was not, however, related to supervisee 
attachment, suggesting that, from the supervisor’s perspective, attachment 
insecurity did not have a negative impact on cognitive exploration, learning and 
development, as some authors have suggested it might (Mikulincer, 1997). 
Unlike other studies in this area, Foster et a l (2007) controlled for the impact 
of sample diversity. As previously stated, they usefully found that 100 percent
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of trainees were attached to their supervisors. This highlights the potential of 
the supervisory relationship to act as an attachment relationship and makes a 
useful contribution to the field. As with the studies previously discussed, this 
study was conducted on a USA training population and the findings may 
therefore not be generalisable to a British clinical psychology population. This 
study did not assess supervisor attachment and a useful extension to this 
research would assess both supervisor and supervisee attachment patterns and 
the interaction between dyadic supervisor-supervisee attachment styles within 
the context of the supervisory relationship.
In summary, attachment in the supervisory relationship has been found to 
impact on supervisee satisfaction, development, the SWA and perception of 
supervisors as attractive and interpersonally sensitive. However, existing 
research in this area continues to be significantly limited. This is despite the 
important role attachment insecurity plays in the formation and functioning of 
interpersonal relationships, and the suggested utility of applying an attachment 
framework to understanding why some supervisory dyads form a more 
effective supervisory relationship than others. Future research needs to address 
identified methodological shortfalls in order to determine the degree to which 
trainee and supervisor attachment impacts on effective supervision and, if 
required, offer recommendations about how individuals in supervision and 
training organisations could most successfully manage this.
Research Rationale
The majority of studies in the field of supervisory attachment (Foster et al, 
2007; Kim & Birk, 1998; Riggs & Bretz, 2006) have been fundamentally 
limited by not assessing supervisor attaehment patterns or attachment in the 
context of a supervisor-supervisee dyad. This limitation has been acknowledged 
by many researchers. By not including supervisor self-rated attachment 
orientations no causal inferences can be made. Consequently these studies have
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not examined the reciprocal nature of the supervisory relationship and the 
impact of both supervisor and supervisee attachment, nor how they interact to 
affect the effectiveness of the supervisory relationship and consequently 
professional development. The present study aims to correct this by exploring 
individual and dyadic attachment patterns in the formation of the SWA.
So far all studies exploring attachment in the supervisory relationship have been 
conducted in the USA and the supervisees recruited have come from 
heterogeneous psychology or counselling training populations. Different levels 
of training and therapeutic experience have been included and grouped together 
in some of the studies and not specified in others (e.g. bachelors, masters and 
doctorial degrees; 1 month to 14 years of experience). Furthermore, with the 
exception of Foster et al (2007), no distinction or exploration of the impact of 
these differing levels of experience has been made in the analyses. A related 
limitation is that no study has yet examined differences in attachment activation 
across stages in training. It might be anticipated that more inexperienced 
trainees’ attachment systems would be activated due to the known association 
between stress and the activation of attachment systems (Bowlby, 1969/1997). 
Research findings suggest there are likely to be higher levels of stress and 
anxiety at the start of clinical training when a trainee is less familiar with 
professional practice (Stoltenberg, 1981). During this time, trainees are likely to 
rely more heavily on their supervisor for guidance, reassurance and support 
(e.g. the secure base and safe haven functions). Consequently it may be 
hypothesised that attachment insecurity will have a greater impact on the 
supervisory relationship at earlier stages in training, a factor which will also be 
explored in the present study.
Due to the different training backgrounds of participants in existing research, 
the frequency and duration of supervision varied widely with no justification 
offered for combining these different training backgrounds. Research has failed 
to discuss the possible similarities and differences between the nature and
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content of supervision in these different psychological disciplines and how this 
may have impacted on research findings. Consequently, the current study aims 
to use only participants from British clinical psychology PsychD training 
courses in order to make the participants and the supervision as potentially 
homogenous as possible. By using a British training population it may also be 
possible to explore the generalisability of previous international findings on 
attaehment in the supervisory relationship in a British clinical psychology 
context. By extending existing research in the supervisory attachment field, the 
present study aims to explore the impact of trainee-supervisor attachment on the 
formation of the SWA across three year groups in British clinical psychology 
training.
Research Question
Do trainee and supervisor attaehment patterns relate to the development of the 
SWA?
Hypotheses
1. There will be a negative relationship between trainee’s attachment 
anxiety and their rating of the SWA.
2. There will be a negative relationship between trainee’s attachment 
anxiety and their supervisors rating of the SWA.
3. There will be a negative relationship between trainee’s attachment 
avoidance and their rating of the SWA.
4. There will be a negative relationship between trainee’s attachment 
avoidance and their supervisors rating of the SWA.
5. There will be a negative relationship between supervisor’s attachment 
anxiety and their rating of the SWA.
6. There will be a negative relationship between supervisor’s attachment 
anxiety and their trainees’ rating of the SWA.
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7. There will be a negative relationship between supervisor’s attachment 
avoidance and their rating of the SWA.
8 . There will be a negative relationship between supervisor’s attachment 
avoidance and their trainees’ rating of the SWA.
9. Supervisory dyads with lower attaehment anxiety will form better 
SWAs than dyads with higher attachment anxiety.
10. Supervisory dyads with lower attachment avoidance will form better 
SWAs than dyads with higher attachment avoidance.
11. Attachment will have a greater impact on the SWA in the first year of 
training, than in other training years.
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Section 2: Method
Design
A  quantitative cross-sectional postal survey questionnaire design was adopted 
to explore the impact of supervisor-trainee dyad attachment on the development 
of the supervisory working alliance (SWA). The use of alternative sampling 
methods were considered such as hand delivered or internet-based recruitment. 
However, it was felt that individually coded questionnaires sent directly to 
trainees and supervisors would allow the highest numbers of participants to be 
approached and would be the most reliable way to anonymously match trainee- 
supervisor dyad responses. Recruiting in person in lectures or supervisor 
workshops by giving participants questionnaire packs for them and their 
supervisory-partner would have removed the need for coded response packs. 
However, this would have limited the potential sample and induced bias by 
relying on one member of the dyad to invite the other. Conversely internet- 
based sampling would have allowed access to a wide range of participants, but 
was discounted due to the challenge of maintaining anonymity whilst matching 
supervisor-trainee responses.
The impact of trainee and supervisor attachment on the development of the 
supervisory working alliance (SWA) was explored using validated self-report 
questionnaire measures of attachment and the SWA. Measures other than self- 
report questionnaires were explored; however, these were discounted as less 
feasible options. Consideration was given to assessing attachment using an 
interview-based approach such as the Adult Attachment Interview (AAI). The 
AAI reportedly taps unconscious states of mind regarding early attachment 
relationships and could be seen as a more objective measure of attachment, 
although the AAIs’ complex interview procedure requires extensive time and 
training to adminitister and score, making it unfeisable for a large scale 
quantitative cross-sectional study. Alternative methods of measuring the
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supervisory relationship and the effectiveness of supervision were also explored 
such as assessing trainee’s developmental progress possibly in a longitudinal 
design, assessing trainee’s placement grades, clinical outcomes or third-party 
ratings of the supervisory relationship. However, the methods reviewed were 
limited by pragmatic and ethical challenges such as recruitment, accessing 
sensitive and reliable participant information and the demand on participant 
time; all of which were beyond the scope of the current project.
Recruitment and Sampling
All trainees and supervisors from the University of Surrey, where this research 
was based and where there was greater access to trainee clinical psychologists 
and their placement supervisors, were sent a study pack inviting them to 
participate in the research. Trainee clinical psychologists from the University of 
East London (UEL), University College London (UCL) and Salomons 
Canterbury Christ Church University were contacted by email, via the course 
directors, and informed of the research. These courses were selected for their 
proximity to the research base in case it was necessary to visit these sites during 
recruitment. However, this was not necessary. Those interested in participating 
then contacted the principal investigator to request a study pack for themselves 
and one to give to their current clinical placement supervisor.
Participants
All three training cohorts from the University of Surrey and their placement 
supervisors were invited to participate {n= 177 supervisory dyads). First- and 
seeond-year cohorts from the University of East London {n = 46 dyads). 
University College London («= 84 dyads) and Salmons Canterbury University 
course {n = 66 dyads) were invited to participate, giving a potential dyadic 
sample size of 373 (see Results for final response rate).
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A priori power analysis was conducted using G Power 3 software (Paul et al,
2007). It was determined that a sample size of 67 dyads was needed to detect a 
medium effect size of .3 (Cohen, 1992) with a 70% probability (a = .05).
Inclusion criteria. Trainee clinical psychologists and their matched 
clinical placement supervisors who had been in the supervisory relationship for 
a minimum of three months.
Measures
Participant Characteristics Questionnaire, This was created for the 
purposes of the current study and assessed participants’ gender, age, self- 
reported ethnicity, training location, trainee’s years in training, supervisor’s 
years post-training, weeks in the supervisory relationship and number of 
supervision sessions conducted (see Appendix 3). Data on the trainee’s stage in 
training was collected in order to explore if attachment had a greater impact on 
the SWA in the first year of training compared to subsequent years (Hu). 
Additional sociodemographic data that had the potential to confound findings 
(e.g. age, gender, duration of relationship) was also collected so that their effect 
could be controlled for where appropriate.
The Experiences in Close Relationships-Revised. (ECR-R: Fraley et a l, 
2000). The ECR-R is a 36-item self-report measure designed to measure 
attachment-related anxiety (18 items) and avoidance (18 items). Participants are 
asked to think about their close relationships in general and rate items on a 7- 
point Likert scale ranging from 1: "not at all" to 7: "very much". The reliability 
and construct validity of the two subscales have been demonstrated in a wide 
variety of samples and in different languages (Brennan et a l, 1998; Mikulincer 
& Florian, 2000). The ECR-R has a high internal consistency, with Cronbach 
alpha coefficients of .90 for both dimensions; and test-retest correlation for 
anxiety of .93 and avoidance of .95 (Fraley et a l, 2000) (see Appendix 4).
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Working Alliance Inventory-Trainee Version. (WAI-T; Bahrick, 1990). 
The WAI-T is a 36-item scale assessing the trainee’s perspective of the SWA. It 
is composed of three sub-scales: Goals (12 items). Tasks (12 items) and Bond 
(12 items). Items are measured on a seven-point Likert scale (1= never to 7 = 
always), with higher scores reflecting increased strength in each of the alliance 
factors. The WAl-T and WAl-S were developed by Bahrick (1990) initially to 
study the effect of role induction for new counselling trainees on the 
development of the SWA. She adapted Horvath and Greenberg’s (1989) 
Therapeutic Working Alliance Inventory so that it reflected the relationship 
between a supervisor and trainee. She changed the terms client and therapist to 
trainee and supervisor and substituted items exploring client-related difficulties 
for items relating to trainee-related issues and concerns. Unlike the Supervisory 
Working Alliance Inventory (SWAI) by Efstation et al. (1990), the WAl 
remains closely related to Bordin’s three original working alliance factors: goal, 
tasks and bond. The internal consistency coefficients for the three subseales are 
reported as a = .94 (goals), a = .95 (tasks), and a = .92 (bond) (Ladany et al., 
1999) (Appendix 5a).
Working Alliance Inventory-Supervisor Version. (WAl-S; Bahrick, 
1990). The WAl-S, like the WAl-T, is a 36-item scale assessing supervisor 
perspectives of the SWA. It is similarly composed of the three 12-item sub­
scales (goals, tasks, and bond) measured on the same seven-point Likert scale. 
The internal consistency coefficients for the three subscales are reported as .93 
(Ladany e/fl/., 1997) (Appendix 5b).
Procedure
Ethical Approval. Ethical approval was granted for this study by the 
Faculty of Arts and Human Sciences Ethics Committee at the University of
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Surrey (Appendix la).This study did not require NHS ethieal approval 
(Appendix lb).
Recruitment. All trainee clinical psychologists and their placement 
supervisors from the University of Surrey were sent a study pack inviting them 
to participate. In order to increase the potential response rate and remind 
participants of the study, trainees and supervisors from the University of Surrey 
were invited to participate on more than one occasion, depending on their year 
in training and the number of past supervisory relationships they had had. First- 
year trainees and their matched supervisors were invited to participate only in 
relation to their first placement. Second-year trainees and supervisors were 
invited to participate in relation to their first and second placements, and third- 
year trainees and their supervisors were invited to participate in relation to their 
second, third and fourth placements. Third-year trainees were not invited to 
complete questionnaires in relation to their first-year placement as it was felt 
that this was not recent enough to provide an accurate report of the experience 
of the SWA.
In addition to the University of Surrey, Course Directors from four clinical 
doctorate training courses in southern England were approached to request their 
courses’ participation in the study. Trainees from other Universities were 
invited to participate via email and those who volunteered were sent a study 
pack for themselves and one to give to their placement supervisor. Each study 
pack contained an information sheet outlining the research (Appendix 2abcd). 
The sheet explained that consent was established by returning the 
questionnaires and that the research may be written up for publication. It also 
provided debriefing information including contact details in the event of 
concern or distress arising from participation in the study. The pack contained a 
characteristics questionnaire, the ECR-R, and the WAI-T or WAI-S. Each set of 
questionnaires was individually coded so that supervisors could be matched to 
their trainees, and in order to maintain anonymity, these codes were kept
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securely by the University of Surrey PsychD course team. Completed responses 
were returned in a prepaid envelope. The opportunity to enter a raffle to win a 
£50 shopping vouchers was used as an incentive for participants to complete 
their responses. The raffle winner was notified by email and identified only by 
their e-mail address.
Statistical Analyses
Data Screening. The data was analysed using SPSS computer software
(SPSS, Inc., 2007). Data screening procedures were conducted to examine the
distribution of the data, detect outliers, out-of-range values and to identify
missing data. In cases where <5% of participants’ scores were missing it was
planned to replace missing values with the individual sample mean; cases with
>5% of values missing were deleted.
All variables including demographic and descriptive information were checked 
against the assumptions of parametric tests for normality, linearity, 
homogeneity of variance, interval level and independent data. When data did 
not meet these assumptions, median and range values were presented. 
Distribution normality was determined by inspecting skewness and kurtosis z- 
scores, with scores greater than 1.96  ^ considered non-normally distributed 
(Fife-Schaw, 2007). As recommended in conjunction with skewness and 
kurtosis z-scores, histograms were also plotted for each variable to enable 
visual examination of the distribution of the data and avoid potential statistical 
bias due to sample size (Tabachnik & Fidell, 1996). Homogeneity of variance 
was assessed using Levene’s test with a significant result of p<0.01 indicating 
unequal variance in each group, preventing the use of parametric tests. The use 
of parametric tests is advisable because they are generally regarded as more 
powerful and robust and are better able to detect real effects if they are present
’ 1.96 is the absolute value for a small sample o f <100 for a correlation design and <50 when 
comparing means (Fife-Schaw, 2007).
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(Field, 2005). When data did not meet the assumptions of parametric tests, 
variables were transformed where possible. Transformation is commonly used 
to reduce the impact of outliers and increase statistical power and is 
recommended where possible by Tabachnik and Fidell (1996).
Pre-transformation descriptive statistics for participant ECR-R and WAI- 
T/WAI-S scores and the internal consistency of the measures were calculated. 
After transformation, the decision was made to use parametric tests for the 
ECR-R and WAI measures.
Hypotheses Testing. Analyses were selected that allowed the 
independent attachment variables to remain continuous, preserving the 
dimensional nature and statistical power of the measure. In order to answer the 
main research hypotheses, Pearson product-moment correlation analyses and 
multiple regression analyses were planned. Pearson produet-moment 
correlation analyses were used to explore the relationship between WAI and 
attachment anxiety and avoidance (Hi-Hg) and the impact of attachment on the 
WAI, depending on the trainee’s year in training (Hu). Pearson product- 
moment correlation describes the strength and direction of a linear relationship 
between two variables and is the most widely used test for assessing 
association. To test hypothesis 11 the sample was divided into first and non- 
first years. The correlation coefficients for the relationship between attachment 
and the WAI measures were computed for first and non-first years and by 
transforming them with Fisher Z-transform (Papoulis, 1990), it was possible to 
determine if there was a significant difference in the relationship by year in 
training.
Multiple regression analyses (enter method) were used to explore the predictive 
value of attachment anxiety and avoidance for ratings of the SWA (H 9, Hio). To 
avoid problems of Multicollinearity (interrelationship between independent
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variables) scores were centred by subtracting them from the variable mean 
(Fife-Schaw, 2007).
Confounding Variables Analysis. Differences in WAI and ECR-R scores 
according to demographic and descriptive data were explored (e.g. gender, 
ethnicity, age, trainee’s stage of training, supervisor’s years post-qualification, 
duration of relationship and length of weekly supervision session). This enabled 
the findings of all other analyses to be considered in the light of possible 
confounds. Non-normally distributed data was transformed. Differences in 
categorical descriptives were examined using independent sample t-tests and 
one-way factorial Analyses of Variance (ANOVA). Continuous variables were 
analysed using Pearson product-moment correlations, or non-parametric 
Spearman’s Rho alternatives where required.
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Section 3: Results
Demographics
All three cohorts from the University of Surrey («=177) and first and second- 
year cohorts from the University of East London (« = 46), University College 
London («= 84) and Salmons Canterbury University course (« = 66), were 
invited to participate giving a potential dyadic sample size of 373. There was a 
37% (« = 137) trainee response rate and 29% (« = 110) supervisor response rate 
(See Appendix 6 for descriptives). Only 1% of trainees and 0.8% of supervisors 
were from universities other than the University of Surrey.
One trainee and two supervisors were excluded from the analysis for failing to 
complete all of the required measures. Of the remaining participants there were 
62 trainees and 73 supervisors who were selected on their first participation in 
the study (i.e. they were in the data set only once, not in multiple dyads). These 
participants were termed ‘first-time participants’. After combining trainee and 
supervisor responses to form matched supervisor-trainee dyads, 46 dyads 
remained, upon which the analysis described below was performed. Analyses 
were also conducted on the first-time participants (trainee n= 62, supervisors n= 
73); the results remained broadly the same (see Appendix 6).
Trainees. The final trainee sample (n= 46) consisted of 89% women, 
with an age range of 24-28. Ninety-three and a half percent of trainees 
described themselves as one of five White ethnic categories. Eighty-three 
percent of trainees (n = 38) wanted to be entered into the prize draw.
Supervisors. supervisor sample (n= 46) consisted of 89% women, 
with an age range of 31-63, and an experience range of 1.5-36 years post­
qualification. Ninety-six percent of supervisors described themselves as one of 
five White ethnic categories. Forty-eight percent (n = 22) of supervisors wanted 
to be entered into the prize draw.
175
Vol. I MRP: Supervisory Attachment
Table 3.1. Continuous participant characteristics
n Median, range
Trainee Age (yrs) 46 27.00, 24.00-48.00
Supervisor Age (Yrs) 46 39.00,31.00-63.00
Supervisor Years Post­
qualification
46 9.25, 1.50-36.00
Duration of Relationship (wks) 46 20.00, 12.00-50.00
Length of weekly supervision 
session (hrs)
46 1.50, 0.50-3.00
Table 3.2 Categorical participant characteristics
n %
Trainee Ethnicity (« = 46)
White 2 4.3
White British 38 82.6
White Irish 2 4.3
White Other 1 2.2
Asian Indian 3 6.5
Supervisor Ethnicity («=46)
White 11 23.9
White British 29 63.0
White Scottish 1 2.2
White Other 3 6.5
Asian Indian 1 2.2
Asian Other 1 2.2
Trainee Year in Training (« = 46  ^
First Year 
Second Year 
Third Year
11
20
15
23.9
43.5
32.6
Trainee-supervisor dyads. Forty-six matched trainee-supervisor dyads 
participated. Eighty percent were gender-matched female dyads (n =37), 2% 
were matched male dyads (n =1), 9% were mixed female trainee-male
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supervisor dyads (n =4), and 9% were male trainee-female supervisor dyads (n 
=4). Due to the small numbers of non-white participants ethnicity was grouped 
into white and non-white groups. Ninety-one percent of dyads were composed 
of both a white trainee and a white supervisor (n= 42), 2.2% were white trainee- 
non-white supervisor dyads (n= 1), 4.3% were non-white trainee-white 
supervisor dyads (n= 2), and 2 .2% were non-white trainee and non-white 
supervisor dyads (n= 1).
To get a sense of how representative the sample is of the general psychology 
population for gender and ethnicity Table 3.3 compares the trainee sample with 
the 2008 national intake of trainee clinical psychologists (Clearing House,
2008) and the supervisor sample with the BPS survey of applied psychologists 
(BPS, 2005).
Table 3.3 Gender and Ethnicity: comparison of sample to national psychology 
populations
Study
Trainee
Sample
UK PsychD 
Clinical 
Psychology 
Entrance 
2008
Study
Supervisor
Sample
BPS Applied 
NHS 
Psychologists 
2005
liiP':'iiiii n == 583 n IIHII n = 3309
Gender
Female IŒ; 89% 500 86% iiiii# # # 2411 72.9%
Male iSi 11% 83 14% lliiiiiiiii 898 27.1%
Ethnicity
White 43 93.5% 526 90% 44 95.7% 3101 93.8%
Asian/British 3 6.5% 27 5% 2 4.3% 76 2.3%
Black/British 0 0% 10 2% 0 0% 35 1.1%
Mixed 0 0% 20 3% 0 0% 59 1.8%
Other 0 0% 0 0% 0 0% 19 0 .6%
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Data Screening 
Participant Attachment
The medians, ranges, standard deviations and internal consistency estimates of 
the variables are reported in Table 3.4 and Table 3.5. A Wilcoxon signed rank 
test was conducted to examine whether there was a significant difference 
between trainee and supervisor attachment anxiety and avoidance. Trainees 
scored significantly higher in anxiety (MJ«=24.98) than supervisors 
{Mdn=\9.13>), z = -3.10, p<.01, r=.46. Supervisors scored higher in attachment 
avoidanee than trainees, although their scores were not significantly different. 
Both trainee and supervisor anxiety and avoidance were descriptively lower 
than reported attachment in the general population (Fraley, 2005).
Table 3.4. Pre-transformation descriptive statistics and internal consistency for 
the ECR-R
Measures
Scale Range
Median sd a
Possible Actual
ECR-R Trainee (n=46)
Anxiety 1-7 1.28-5.50 2.83 .90 .90
Avoidance 1-7 1.50-6.11 2.64 1.09 .91
ECR-R Supervisor (n=46)
Anxiety 1-7 1.00-4.11 2.08 .72 .90
Avoidance 1-7 1.39-5.00 2.67 .76 .95
ECR-R General Population
(n=22,000: Fraley, 2005)
Anxiety 1-7 -- 3.64 1.33 .90
Avoidanee 1-7 . . . 2.93 1.18 .90
Note. ECR-R = Experience in Close Relationship-Revised
Trainees and supervisors rated the SWA similarly, although trainees used a 
greater scale range; supervisors clustered towards the positive end of the WAI- 
S (minimum score > 4.33; WAI-S central score = 4) (Table 3.5).
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Table 3.5. Pre-transformation descriptive statistics and internal consistency for 
the WAI-T and WAI-S
Measures
Scale Range
Median sd a
Possible Actual
WAI-T («=46)
Tasks 1-7 2.67-7.00 5.96 1.17 .94
Goals 1-7 2.67-7.00 5.92 1.17 .95
Bond 1-7 1.92-7.00 5.33 1.13 .94
Total 1-7 2.58-7.00 5.78 1.09 .98
WAI-S («=46)
Tasks 1-7 4.33-6.92 5.92 .52 .82
Goals 1-7 4.58-6.75 5.92 .43 .83
Bond 1-7 4.33-6.58 5.88 .53 .73
Total 1-7 4.42-6.69 5.94 .45 .91
Note. WAI-T  =  Working Alliance Inventory-Trainee; WAI-S =  Working Alliance 
Inventory-Supervisor.
It is worth noting that a ceiling effect may be limiting the measurement of WAI 
seores, with trainees performing at the maximum for the measure and 
supervisors performing near the ceiling.
Normality
Inspection of the skewness and kurtosis z-scores for participant and relationship 
characteristics revealed that three of the six variables (trainee age, supervisor’s 
years post-qualification and duration of relationship) were non-normally 
distributed (skewness and kurtosis >1.96; see Appendix 7). Logarithm 
transformation achieved normality for ‘duration of the relationship’ and inverse 
transformation achieved normality for ‘supervisor’s years post-qualification’. 
While transformation of trainee age met the kurtosis criteria for a small sample 
of 1.96 (kurtosis z-score=.62), skewness remained high (skewness z-score=
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3.44). Consequently, non-parametric tests were used where possible for 
analyses involving trainee age.
For trainees, test variables’ skewness and kurtosis z-scores revealed that all 
variables were non-normally distributed, apart from the ECR-R anxiety 
subscale. All supervisor variables were normally distributed apart from the 
ECR-R avoidance subscale. Square root transformations achieved normality for 
trainee ECR-R anxiety and supervisor ECR-R avoidance subscales. Reciprocal 
square root transformation achieved normality for WAI-T bond sub-scale and 
reciprocal logarithm transformation achieved normality for WAI-T goals, tasks 
and total sub-scales.
Perceptions o f the Supervisory Working Alliance
A  strong significant positive correlation was found between participants’ 
ratings of the three WAI subscales (Appendix 8). Pearson’s product moment 
correlations revealed a positive relationship between supervisor and trainee 
perceptions of SWA (Table 3.6). However, despite WAI-T and WAI-S total 
scores, amongst others, reaching significance, these correlations remained 
small. As a result, trainee and supervisor WAI scores were not combined to 
form an overall rating of the SWA and subsequent analysis was conducted 
separately on WAI-T and WAI-S scores.
Table 3.6 Correlation between trainee and supervisor ratings of the WAI
Pearson's
r
WAI-S
Goals
WAI-S
Tasks
WAI-S
Bond
WAI-S
Total
WAI-T .28 .25 .24 .28
Goals
WAI-T .28 .25 .23 .28
Tasks
WAI-T .35t .32t .24 .34t
Bond
WAI-T .32t .28 .25 .31t
Total
Note, f  = / ?  <  . 0 5 .
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Attachment and the Supervisory Working Alliance
Trainees’ attachment anxiety was significantly negatively correlated with their 
perception of the WAI-T bond (r = .34, p< .05). Trainee anxiety did not 
correlate with supervisor’s rating of the SWA, and trainee avoidance was also 
not related to either the trainee’s or their supervisor’s rating of the SWA (Table 
3.7).
Supervisors’ attachment anxiety and avoidance were found to be negatively 
correlated with all WAI-S subscales, although only WAI-S goals reached 
significance (r = .31, .05). No significant relationship was found between
supervisor attachment anxiety, or avoidance and their trainee’s rating of the 
SWA (Table 3.7).
Table 3.7 Correlations between trainee and supervisor ECR-R, WAI-T, WAI-S
Pearson's r Trainee
Anxiety
Trainee
Avoidanee
Supervisor
Anxiety
Supervisor
Avoidance
WAI-T
Goals
-.13 .12 -.10 -.13
WAI-T
Task
-.18 .15 -.05 -.12
WAI-T
Bond
-.34t -.02 .18 -.08
WAI-T
Total
-.24 .07 .02 -.11
WAI-S
Goals
.13 .04 -.30t -.15
WAI- S 
Tasks
.12 -.06 -.25 -.06
WAI-S
Bond
.20 .00 -.24 -.13
WAI-S
Total
.17 -.00 -.29 -.13
Note, f  = p  <  . 0 5 .
181
Vol. I MRP: Supervisory Attaehment
It was hypothesised that a negative relationship would be found between 
attachment anxiety and avoidance and both WAI-T and WAI-S ratings of the 
SWA (Hi-Hg). These findings partially support Hypothesis 1: trainee anxiety 
was negatively correlated with their perception of the supervisory bond; and 
Hypothesis 5: supervisor anxiety was negatively correlated with their 
perception of supervisory goals. However, trainee and supervisor anxiety was 
not related to their supervisory partner’s rating of the SWA (H2, He). Neither 
was trainee and supervisor avoidance related to their own (H3, H?), or their 
supervisory partner’s (H4, Hg), rating of SWA. These findings support the 
rejection of research hypotheses 2, 3,4, 6, 7 and 8.
To explore whether the relationship between attachment and the SWA differed 
according to whether trainees were in their first-year of training or not the 
sample was divided into two groups depending on trainees’ year in training 
(first-year «=11; second and third-years « = 35). No significant difference was 
found in the correlations of trainee or supervisor attachment anxiety and 
avoidance and the WAI-T total and WAI-S total scores for first and non-first 
year trainees (Table 3.8). Attachment style was therefore not found to have a 
greater impact on the SWA in the first year of training, than in other training 
years (Hu); supporting the acceptance of the null hypothesis.
Table 3.8. Correlations between attachment and WAI-T by training year
Trainee
Anxiety
Trainee
Avoidance
Supervisor
Anxiety
Supervisor
Avoidance
WAI-T Total
First Year -.18 -.09 .01 -.38
Second & Third Years -.27 .08 .07 .01
WAI-S Total
First Year .00 -.29 .06 -.37
Second & Third Years .19 .01 -.29 .00
transforming correlations with Fisher Z-transform (Papoulis, 1990). None were  
significantly different a t th e p < .0 5  o rp < .0 1  level.
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Predicting Perceptions o f the Supervisory Working Alliance 
A  multiple regression analysis (enter method) was conducted to explore how
predictive attachment was of supervisor and trainee ratings of the SWA. For a
small sample size, it is recommended that 10-15 cases per predictor variable are
entered into the regression model (Field, 2005). With a sample of 46, it was
therefore recommended that 3-4 predictor variables be entered into the model.
Regression analyses were only conducted on WAI-T Bond and WAI-S Goals
sub-scales due to their significant relationship with trainee and supervisor
anxiety respectively. Despite a non-significant relationship between supervisor
anxiety and WAI-T Bond, and trainee anxiety and WAI-S Goals, the decision
was made to include both trainee and supervisor attachment anxiety scores and
the interaction between their anxiety into both WAI-T bond and WAI-S goals
models. As recommended by Hayes (2005), a non-significant variable
demonstrating a small relationship with the outcome variable still has the
potential to confound or moderate the impact of another variable in the model.
It should therefore not automatically be ruled out purely on the basis of
significance but equally, should also be considered on theoretical grounds. To
this end models were also created to explore the relationship between WAI-T
bond and WAI-S goals and trainee and supervisor avoidance. To avoid
problems of multicollinearity, all variables were centred by subtracting
individuals’ scores from the variable mean (Fife-Schaw, 2007).
Model 1, which incorporated trainee attachment anxiety, supervisor attachment 
anxiety and the interaction between trainee and supervisor anxiety, predicted 
18% of the variance of the WAI-T Bond, = .18, adjusted R^  = .13 (F= 3.15, 
/7=.04). Of these three variables trainee anxiety was the only variable to 
significantly predict trainees’ perceptions of the WAI-T bond (Beta = -.32) 
(Table 3.9).
Model 2, which incorporated trainee and supervisor attachment avoidance and 
the interaction between trainee and supervisor avoidance, predicted only 4% of
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the variance of the WAI-T bond, = .04, Adjusted R  ^= -.03 (F= .55, p  = .65). 
None of the predictor variables significantly predicted trainees’ rating of the 
SWA bond (Table 3.9).
Model 3, which incorporated supervisor attachment anxiety, trainee attachment 
anxiety and the interaction between supervisor and trainee anxiety, predicted 
30% of the variance of the WAI-S goals, R  ^= .30, Adjusted R  ^= .25 (F= 5.92, 
p <.01). Of these variables the interaction between supervisor and trainee 
anxiety was found to make the largest unique significant contribution to the 
prediction of supervisor WAI-S goals (Beta = .45), followed by supervisor 
anxiety (Beta =-.27). While trainee anxiety does not significantly contribute to 
the prediction of WAI-S goals on its own, it was found to strongly moderate the 
relationship between supervisor anxiety and the supervisors’ rating of 
supervisory goals (Table 3.9). More specifically higher levels of trainee anxiety 
were not found to influence the relationship between supervisors’ anxiety and 
WAI-S goals rating. However, when in a dyad with trainees of low attachment 
anxiety, supervisors high in attachment anxiety rated the WAI-S goals 
significantly lower than those with low attachment anxiety.
Model 4, which incorporated trainee and supervisor attachment avoidance and 
the interaction between trainee and supervisor avoidance, predicted only 4% of 
the variance of the WAI-S goals, R  ^= .04, Adjusted R  ^= -.03 (F= .53, p  = .66). 
None of the predictor variables significantly predicted supervisors’ rating of the 
SWA goals (Table 3.9).
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These findings partially support hypothesis nine: supervisory dyads scoring 
lower in attachment anxiety will form better SWAs than dyads scoring higher 
in attachment anxiety. Only trainee anxiety was found to predict their ratings of 
the WAI-T bond, with the dyadic interaction between trainee and supervisor 
anxiety not influencing their rating. However, WAI-S goals was predicted by 
supervisors’ anxiety and moderated by their matched trainees’ anxiety. 
Hypothesis ten (i.e. supervisory dyads scoring lower in attachment avoidance 
will form better SWAs than dyads scoring higher in attachment avoidance) was 
not supported by the current findings.
Potential Confounds
Differences in test variables (ECR-R, WAI-T, WAI-S) were examined 
according to participants’ characteristics (gender, ethnicity, age, length of 
relationship, duration of supervision, trainee’s year in training, supervisor’s 
years post-qualification). This made it possible to determine if any of the 
participant characteristics were potential confounding variables. No potential 
confounds were identified for WAI-T and WAI-S, although age was found to 
be significantly related to trainee avoidance (see Appendix 10).
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Section 4: Discussion
The primary aim of the current study is to explore the relationship between 
trainee and supervisor attachment patterns and the development of the SWA.
Summary o f Research Findings
Results from the present study partially support three of the 11 hypotheses 
proposed. Trainee attachment anxiety was found to be negatively related to, and 
to be a significant predictor of their perception of the SWA bond, but was not 
related to any of the other aspects of the SWA (Hi). Supervisor anxiety was 
found to be negatively related to, and predictive of their rating of SWA, but 
despite the negative trend in the other aspects of the SWA, only goals reached 
significance (H5). Trainee anxiety was also found to significantly moderate the 
relationship between supervisor anxiety and supervisors’ rating of SWA goals. 
When in a supervisory relationship with trainees rated as low in attachment 
anxiety, supervisors higher in attachment anxiety rated the WAI-S goals 
significantly lower than those supervisors low in attachment anxiety. This 
demonstrates the impact of dyadic attachment combinations on the SWA (H9).
Contrary to the hypotheses, trainee and supervisor anxiety was not related to 
their supervisor partner’s rating of the SWA (H2, Hô). Trainee and supervisor 
avoidance was also not found to relate to their own (H3, H?) or their supervisory 
partner’s (H4, Hg) rating of the SWA. Furthermore, dyads higher in attachment 
avoidance were not found to have lower SWA scores (Hio). These findings 
suggested that an individual’s own attachment anxiety may have a more 
significant role in their perception of the SWA than their attachment avoidance 
or their supervisory partner’s attachment pattern. However, note needs to be 
taken of the ceiling effect, which is likely to have impacted on the validity of 
the WAI.
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Contrary to hypothesis 11, a stronger relationship was not found between 
attachment and the SWA for first-year trainees. Together these results suggest 
that attachment, particularly attachment avoidance, is not as strongly related to 
the development of the SWA as predicted, although caution needs to be 
exercised in drawing definitive conclusions from this data due to the small 
sample size and reduced power in some of the analyses.
Interpretation o f Findings
Attachment was assessed to see how anxiety (fear of rejection and 
abandonment) and avoidance (level of discomfort with intimacy) was related to 
supervisor and trainee perceptions of the SWA. Trainee attachment anxiety was 
found to be negatively related to trainees’ perception of the WAI-T Bond (i.e. 
the establishment of mutual trust, acceptance and confidence). There is a known 
association between attachment insecurity and difficulty forming relationships 
and the tendency to negatively appraise them (Florian et al, 1995). Consistent 
with this, attachment anxiety in the present study was found to be negatively 
related to trainees’ perceived bond with their supervisor. Trainees who were 
high in attachment anxiety appeared to have significant difficulty (from their 
perspective) bonding with their supervisor; a crucial element in the formation of 
a successful and satisfying supervisory relationship. Ladany et al (1999) report 
that the bond is the most important constituent part of the SWA and in their 
study was the only element of the SWA that predicted supervisee’s satisfaction 
with supervision.
Attachment anxiety is associated with fear of rejection and abandonment, 
higher dependency needs, and a negative self-view as someone who is 
unlovable (Mikulincer & Shaver, 2004). It is therefore theoretically consistent 
that trainees with higher attachment anxiety would be expected to have higher 
dependency needs, a negative self-view, difficulty trusting their supervisor and 
would rate the supervisory bond as weaker. This may have been due to their
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perception that the supervisor did not like them, or because they were 
selectively attending to signs of their supervisors unavailability (Mikulincer & 
Shaver, 2004). As Mikulincer and Shaver (2004) suggest, individuals high in 
attachment anxiety would continue to find their supervisor to some extent 
unavailable irrespective of the reality of the supervisor’s behaviour. Trainee 
attachment anxiety did not, however, appear to influence supervisors’ 
perception of the SWA, suggesting that it may be an individual’s own 
attachment that influences their relationship perceptions, and how the other 
person acts may play a limited role.
Supervisors’ attachment anxiety was found to be negatively related to their 
perception of the SWA goals (i.e. mutually-agreed targets of intervention). A 
negative trend was also found for supervisors’ rating of supervisory tasks, bond 
and SWA total. Kirkwood and Stem (2004) caution, traditional significance 
levels are an arbitrary cut-off determined by statistical calculations and, in small 
but useful research areas, caution needs to be taken in rejecting non-significant 
findings too readily without considering the degree of statistical significance. 
However, all WAI-S subscales except goals demonstrated a small effect size. In 
light of the multiple tests used and risk of family-wise error, it was not deemed 
appropriate to increase the probability of accepting a genuine effect (i.e. make 
a/significance level larger) due to the subsequent increased risk of a Type I 
error (Field, 2005). These findings therefore suggest that supervisor anxiety has 
a negative impact on their perceptions of the SWA goals in particular. 
Attachment anxiety is positively associated with a negative self-view, low self­
esteem and a weaker belief in abilities (Bartholomew & Horowitz, 1991). It is 
therefore theoretically consistent that a supervisor with higher anxiety may 
have a negative perception of their supervisory competence and consequently 
rate their progress towards, for example, supervision goals as low.
Trainees and supervisors differed in terms of the aspect of the SWA that was 
most strongly related to their attachment anxiety. One reason for this may be
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that trainees and supervisors differ in their supervisory focus and the specific 
elements of the supervisory relationship they are most concerned with at their 
stage of professional development. For trainees, the strongest relationship was 
found between trainees’ attachment anxiety and their perception of the 
supervisory bond. This may suggest that forming a strong bond, feeling 
comfortable with and liked by the supervisor and that they appreciate, respect 
and trust one another may be more important for trainees than collaborating on 
goals and being clear on their tasks and responsibilities. Supervisors’ anxiety 
was related to supervisors’ perception of supervisory goals. If supervisors place 
high levels of importance on the setting and achieving of goals above other 
aspects of supervision, then supervisors with higher levels of attachment 
anxiety may have less belief in their ability to perform well as a supervisor and 
to set goals that the supervisee and training organisation find useful and 
appropriate. This would explain why they rated the WAI-S goals lower than 
supervisors with lower levels of anxiety. Supervisors no doubt think that 
forming a bond with their trainee is important, but perhaps are less concerned 
with whether the trainee likes them and more concerned with the direct 
evaluative elements of the placement such as achieving goals. Anxious 
supervisors prone to negative self-evaluation may be more at risk from the 
(external and internal) pressure to achieve supervisory goals and tasks than non- 
anxious supervisors, potentially made worse by the regular reviews, training 
courses and guidelines provided by training organisations to ensure adequate 
supervisory practice. These are an irrefutable necessity in maintaining 
supervisory standards, but training courses may benefit from considering the 
role of attachment anxiety in supervisory practice and evaluation when 
considering how best to support trainees and supervisors.
Attachment anxiety was found to play a more significant role in the 
development of the supervisory relationship than avoidance. One explanation 
for this may lie in the different theoretical natures of attachment anxiety and 
avoidance. Avoidance is the dimension of attachment concerned with an
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individual’s model of others and the degree to which people are seen as good 
and trustworthy, while anxiety is a model of the self. Perhaps there is an 
inherent challenge in attempting to ask avoidant individuals to evaluate their 
relationships, particularly when it may have professional implications. 
Individuals high in anxiety will have a tendency to negatively self-evaluate. 
When completing a questionnaire about relationships, it could be hypothesised 
that they may be more willing to acknowledge difficulties that they locate 
within themselves than do avoidant individuals. However, avoidant individuals 
who are prone to negatively evaluate others and positively evaluate themselves, 
may not honestly report their perception of a relationship because of the 
distancing nature of the avoidant relational style and the difficulty they have 
disclosing their feelings (Mikulincer & Shaver, 2004). The difficulty with 
disclosure has been previously highlighted in the literature (Ladany et al, 
1996). However, individuals high in attachment anxiety may feel more able to 
acknowledge personal limitations, leading to a stronger relationship between 
attachment anxiety and SWA for both trainees and supervisors. Thus, the very 
nature of attachment avoidance may make it hard to assess and may be one 
reason for the null finding in the current study.
Trainees and supervisors rated the supervisory relationship consistently 
positively, although trainee and supervisor ratings of the SWA demonstrated 
only a small positive correlation (medium effect >.3; Cohen, 1992). This 
suggests that trainees and supervisors had largely different perceptions of the 
effectiveness of the supervisory relationship. Thus, despite suggestions in the 
literature of one SWA, the SWA may in fact be an individual’s perception of 
the relationship, influenced by their attachment lens, rather than something 
which truly exists within the relationship. The two members of the supervisory 
relationship can therefore have very different perceptions of it. This is 
supported by research suggesting that supervisors and trainees perceive 
supervisory events differently and that supervisors often appear to lack insight 
into their trainees’ true feelings (Reichelt & Skjerve, 2002).
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The concept of the SWA is now readily used in clinical and research contexts, 
but perhaps further consideration needs to be given to the true meaning and 
existence of the supervisory alliance or if, in fact, as the small correlation 
between trainee and supervisor ratings of the SWA suggests, there is not one 
SWA but two perspectives on the SWA. The current findings of the WAI are 
supported by private communication with another UK researcher currently 
examining the SWA using Bahrick’s (1990) WAI (A. Smith, personal 
communication, 12 April 2009). She has also found a small positive 
relationship between supervisor and trainee ratings of the WAI (r =.25, p<.05) 
but it has not been possible to obtain Bahrick’s original correlation data for the 
two WAI scales. Other SWA measures such as the Supervisory Working 
Alliance Inventory (SWAI: Efstation et al, 1990) have found stronger 
correlations between raters {r = AS, p  < .01), although the SWAI is still only 
able to explain 20% of the variance in scores. Consequently when using the 
concept of the SWA, caution needs to be exercised in making the assumptions 
both that such a construct ‘exists’ and that it lies ‘between’ individuals within 
the relationship rather than, as the present study suggests, being composed of 
differing perspectives of a relationship located within the individual.
In a similar study exploring attachment and the development of the SWA, 
White and Queener (2003) found that supervisors’ attachment was not 
predictive of their supervisees’ rating of the SWA. Unlike this research 
however, they did find that supervisees’ attachment was also not predictive of 
their rating of the SWA, which was justified in terms of sample limitations. It 
has been found that trainees and doctoral practicum psychology students often 
hide the reality of unmet expectations and find it difficult to discuss their 
perceptions of training due to the power imbalance and fear of reprisal (Gross, 
2006; Ladany et a l, 1996). As Reichelt and Skjerve (2002) suggest, implicit 
rules within the supervisory relationship such as ‘we have a very nice 
relationship and do not want to say or do anything that may make it less
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pleasant’ can hinder communication. Participants may not honestly 
acknowledge difficulty with the other person in the relationship because of the 
implicit pressure of professionalism on placement and the potential negative 
reflection this will have on them (Reichelt & Skjerve, 2002). Power 
differentials in the supervisory relationship also impact on trainees’ ability to be 
honest with their supervisors and training courses about supervision, the 
relationship and supervisory difficulties that arise (Gross, 2006). In the light of 
findings that perceptions of the supervisory relationship can differ and 
obtaining honest feedback is difficult, courses need to consider how they can 
support trainees and supervisors to talk about their experience of the 
supervisory relationship.
Dyadic Attachment Interaction. No significant differences were found in 
ratings of the WAI-T, but the interaction between supervisor and trainee anxiety 
was found to predict WAI-S goals. Previous research has also found that 
supervisors’ ability to make attachments was predictive of their own and their 
supervisees’ perception of the SWA, and more predictive than supervisees’ 
attachment style (White & Queener, 2003). In the present study neither member 
of the supervisory dyad’s attachment anxiety or avoidance was found to 
influence their partner’s rating of the supervisory relationship directly. White 
and Queener (2003) used Efstation et a/.’s (SWAI: 1990) measure of the SWA 
which assesses client focus, identification and rapport, rather than using 
Bordin’s (1983) original conceptualisation of the SWA tasks, goals and bond. 
Perhaps supervisors’ attachment insecurity is better tapped by the SWAI’s 
focus on interpersonal aspects of the relationship and not identified using the 
WAI. The small sample size and use of the dimensional attachment measure 
made complete exploration of the interaction of different dyad attachment 
combinations on the development of the SWA difficult. Following 
recommendations from the authors, the ECR-R was not reduced into categorical 
variables. However, this made it difficult to explore in detail different 
attachment combinations. Fraley and Spieker (2003) advocate a dimensional
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model that is capable of representing Ainsworth et aVs (1978) original 
attachment patterns and ‘making it possible to locate the classic types within 
that dimensional space’ (p.399). However, they advise against breaking down 
the ECR-R. Bartholomew and Horowitz’s (1991) Self and Other two- 
dimensional model of attachment anxiety and avoidance attempts this by 
holding both the attachment dimensions and their overlaying classifications 
together. It is possible that selecting both a dimensional and categorical 
attachment measure would have enabled further exploration of dyadic 
interaction of attachment combinations.
A significant positive relationship was found between trainee age and trainee 
avoidance (r = .39). Interestingly, Fraley (2005) also reports an increase in both 
attachment anxiety and avoidance with age (see Appendix 10). These findings 
are consistent with the literature on aging and attachment that describes how 
one’s reaction to the aging process, feelings of increased vulnerability and fears 
of abandonment and dependency can, with age, increasingly trigger an 
individual’s attachment system (Miesen, 1992). However, no relationship was 
found between trainee age and anxiety, or supervisor age and anxiety or 
avoidance.
Limitations o f the Current Research
Sampling. The present study was limited by its sample size and range.
There was a 37% response rate for trainees and 29% response rate for
supervisors in this study, necessarily leaving the results open to selection bias
amongst those who decided to participate. The vast majority of trainee and
supervisor participants were affiliated to the University of Surrey (99%
trainees; 99.2% supervisors) and remaining participants came from other south
of England training courses. This significant response bias may have been
influenced by any number of factors, including reduced motivation to
participate in research from other universities, the timing of recruitment during
194
Vol. I MRP: Supervisory Attachment
the holiday season or competition from other studies for participants from an 
over-sampled population. This highlights the challenge of recruiting from 
centres that researchers are not affiliated to or in direct contact with. However, 
gender and ethnicity demographics of this sample were similar to the British 
population of clinical psychologists in training (Clearing House, 2008) and 
qualified applied psychologists working in the NHS (BPS, 2005). Throughout 
Great Britain there are also strong similarities in the structure of the British 
Psychological Society’s accredited clinical psychology PsychD training 
courses. These factors support the generalisability of the current findings to a 
British clinical psychology population.
Those in particularly good or bad supervisory relationships may have been 
more motivated to respond, resulting in a selection bias. In considering this it is 
worth noting the positive response bias in reporting of the SWA by trainees and 
supervisors, which may have been the result of participation by individuals 
from mainly positive supervisory relationships. The supervisors’ response range 
was also in the positive half of the SWA scale; trainees used a greater scale 
range but this was potentially limited by a ceiling effect on the measure. The 
potential implications of using a self-report measure of the SWA also needs to 
be acknowledged here. Participants may have reported a more favourable 
supervisory relationship than was truly the case in the belief that this would 
reflect positively on them as a trainee or supervisor. This brings into question 
the validity of the WAI and may raise questions about whether the measure is 
an assessment of their own performance in supervision rather than relationship 
collaboration. Even so the finding of a positive rating of the SWA is consistent 
with expectations of a sample with low levels of attachment anxiety and 
avoidance due to the known association between secure attachment and the 
valuing of interpersonal relationships (Mikulincer & Shaver, 2004).
Trainees were found to be significantly more anxious than supervisors, and 
there was no significant difference found in avoidance. Nevertheless the sample
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in the present study reported far higher levels of attachment security than has 
been reported by others (Fraley, 2005). The high levels of attachment security 
may have resulted from an attachment response bias, with the more insecure 
psychologists less likely to participate. Three quarters of trainees and 90 
percent of supervisors scored within the secure attachment range (i.e. low 
anxiety and low avoidance). This is higher than estimates of attachment 
security in the general population. In a sample of 22,000 participants 
completing the ECR-R Fraley (2005) reported a mean attachment anxiety score 
of 3.64 (SD = 1.33) and an avoidance score of 2.93 (SD = 1.18). This is higher 
than trainee and supervisor ratings in the present study (Trainee: Anxiety 
Median = 2.83 (.90), Avoidance Median = 2.64 (1.09); Supervisor: Anxiety 
Median = 2.08(72), Avoidance Median = 2.67(.76)). Fraley (2005) conducted 
their survey online, a methodology which may have reduced socially desirable 
responding by increasing anonymity. However, a limited amount of research 
has been conducted exploring clinical psychologists’ attachment organisation.
In a UK study exploring clinical psychologists’ attachment, Leiper and Casares 
(2000) used a self-report romantic relationship attachment measure based on 
Ainsworth’s (1969) original strange situation: the Adult Reciprocal Attachment 
Questionnaire (Hazan & Shaver, 1987). They found 70% of psychologists 
reported they were securely attached, 18% avoidant and 9% ambivalent with 
3% non-responses. Leiper and Casares, (2000) found a statistically significant 
difference between their sample and the general population^ with psychologists 
more likely to rate themselves as secure. Likewise, the current study found 
greater attachment security in trainee and clinical psychologists compared with 
research on the general population using the ECR-R (Fraley, 2005). Despite 
this, the range of scores anticipated was not present and far more participants 
scored within the secure range than would be expected, even in the light of 
research suggesting clinical psychologists are more secure than the general
® Kazan and Shaver (1987) report adult self-report attachment categories in the general 
population to be approximately: 60% secure, 20% avoidant and 20% anxious.
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population. One possibility is that the trainees and supervising psychologists 
sampled are particularly secure. However, based on existing literature it is 
probable that response bias and assessment limitations are of significance in 
considering these results.
Social desirability responding refers to the tendency for individuals to present a 
more favourable image of themselves and is particularly noted in self-report 
questionnaires measuring socially sensitive questions or where there is a 
strongly favoured direction of responding (King & Brunner, 2000). In social 
desirability responding, participants are described as either ‘believing the 
information they report (self-deception) or ‘faking good’ to conform to socially 
accepted values, avoid criticism or gain social approval’ (Mortel, 2008, p.41). 
A social desirability response bias can significantly affect the validity of a 
questionnaire (Huang et al, 1998) and has been suggested to influence between 
10% and 75% of the variance in participants’ responses (Nederhof, 1985), 
confounding or obscuring the relationship between variables. The presence of 
positive reporting on the SWA and the high degree of participant attachment 
security may well have been influenced by socially desirable responding.
The social psychology subdivision of attachment research maintains that 
individual differences in attachment are relatively accessible to consciousness 
and can be reliably reported on in a self-report questionnaire. From this 
theoretical perspective, it has therefore been argued that self-report measures 
are the most effective way of assessing current attachment relationships in the 
form of a bond between designated pairs (Bartholomew & Shaver, 1998). 
However, the present findings of high levels of attachment security in 
psychologists may call into question the utility of such measures for assessing 
attachment in a population aware of what is being assessed and likely to be 
aware of the implications and significance of being insecurely attached. This 
may have increased the likelihood of socially desirable responding or 
influenced participants at a conscious or unconscious level to present as more
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secure. This is an inherent problem when conducting research on psychologists 
and may account for the lack of research in this area. Research that has been 
conducted suggests that there is a higher incidence of trauma in psychologists’ 
backgrounds compared with the general population and is a potential factor 
motivating individuals to work in the profession (Leiper & Casares, 2000). In a 
study comparing the early experiences of physicists and psychotherapists, 
higher rates of childhood trauma, emotional deprivation, parent-child role 
inversion and care-taking roles were reported in the psychotherapist group 
(Fussell & Bonney, 1990). Burton (1994) also found high similarity in scores 
between clergy, psychotheraipsts and NHS patients on a measure of childhood 
loss and unempathetic parenting (cited in Leiper & Casares, 2000). Leiper and 
Casares (2000) found that insecure psychologists had higher levels of self- 
reported self-reliance, experience of early loss events, experience of 
unempathic parents and were more likely to have had personal therapy than 
securely attached psychologists. It was also reported that insecure psychologists 
had experienced more difficulty in therapeutic practice, felt less supported at 
work and felt work interfered more with their personal life. They also 
experienced lower levels of reward when working with mild clinical cases and 
were consequently drawn towards potentially more stressful and challenging 
client groups.
Nonetheless, Leiper and Casares (2000) and the current research still found 
higher rates of self-reported security. It is still uncertain whether this reflects a 
real trend or is the result of measurement limitations. These findings may be the 
result of higher levels of earned security in this population either through the 
process of personal therapy or through development via, for example, 
supportive supervision, reflective practice and self-therapy. This may mean 
that, despite the prevalence of childhood challenges that could have drawn them 
into the profession, as a group psychologists may have increased in their 
attachment security. In line with this, trainees in the present study were found to 
be significantly more anxious than supervisors were, but supervisors were more
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avoidant than trainees (a non-significant relationship). Because psychologists 
work with vulnerable populations, it would seem important that further research 
is conducted to explore levels of attachment insecurity within the therapeutic 
profession. This would enable appropriate measures to be put in place to 
support the professionals and protect their clients (e.g. personal therapy, 
supervision, training, monitoring and support).
Measurement. The ECR-R attachment measure was adapted to assess 
participants’ attachments in relation to ‘other’ people, rather than to a specific 
named individual (e.g. partner, best friend, parent). This was an adaptation 
supported by the authors of the measure (Fraley et a l, 2000). However, 
individuals may well have felt that they behaved differently depending on the 
identity of the ‘other’ person. For example, trainees may be more open about 
their feelings and insecurities with their partner than with a supervisor or friend. 
Some attachment researchers suggest that individuals can have different levels 
of security depending on the relationship, and develop both a general 
attachment style or domain, and relationship specific attachments (Mikulincer 
& Shaver, 2003). Based on previous research which has found no significant 
difference between attachment to others and attachment to supervisor (Foster et 
al., 2007), the decision was made to use the term ‘others’ under the assumption 
that this would tap into a general rather than a relationship-specific attachment 
domain. However, perhaps the supervisory relationship could be considered a 
unique attachment domain and accordingly future research would benefit from 
exploring supervision-specific attachments. Preliminary findings from research 
currently being conducted in the USA suggest that there is a strong significant 
negative relationship between attachment to supervisor and rating of the SWA 
(p<.01, medium to large effect size) when a supervisor-specific attachment 
measure is used (J. Gunn, personal communication, 12 October 2008).
The complexity of the concepts being measured and the challenges of assessing 
attachment in this population may call for approaches other than self-report
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survey methodology. As Bartholomew and Shaver state ‘many researchers... 
fail to seriously consider the possibility that there are aspects of attachment 
patterns that are inaccessible to conscious awareness and therefore cannot be 
assessed by self-report methods’ (1998, p.29). Procedures such as the Adult 
Attachment Interview (AAI) might address these difficulties, since this taps into 
‘defensive styles’ and unconscious states of mind regarding early attachment 
relationships.
Recommendations for Supervision
The importance of the supervisory relationship to psychologists’ personal and 
professional development is irrefutable so finding the best ways to foster a 
strong supervisory relationship continues to be a priority for training and work 
place settings (Bernard & Goodyear, 2008). Research suggests that supervisees 
who report a low supervisory bond also experience lower supervisory 
satisfaction (Ladany et al, 1999), so forming a good supervisory relationship is 
important. Due to the reported relationship between trainees’ attachment 
anxiety and their perception of the bond with their supervisors, it appears 
particularly important that trainees with anxious tendencies be given 
specifically clear messages about the relationship and that the opportunity is 
provided to discuss supervision regularly. Supervisor anxiety was found to be 
most strongly related to goal setting and therefore supervisors may benefit from 
considering the impact the anxious elements of their relational style may have 
on their perception of goals and the effectiveness of supervision.
The power differentials in the supervisory relationship that impact on a 
trainee’s ability to provide honest supervisory feedback and research which 
suggests that supervisors and trainees often perceive supervisory events 
differently (Reichelt & Skjerve, 2002), may account in part for the variance in 
trainee and supervisor ratings of the SWA. Consequently, finding ways to 
increase trainee disclosure and the ability to provide honest, open feedback in
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supervision is important for trainee and supervisor development, as well as for 
the safety of trainees, clients and their supervisors. Research suggests that 
disclosure may be increased through supervisory rapport and attachment 
security (Fitch & Gunn, 2004). Supervisors can enhance rapport with their 
trainees by attempting to understand the trainee, provide a good balance of 
positive and negative feedback, encourage disclosure and discussions about the 
supervisory relationship and adapt the supervision approach based on the 
trainee’s level of experience, stage in training and attachment style (Bernard & 
Goodyear, 2008; Watkins, 1995). Supervisory attachment security could be 
enhanced by supervisors being consistent and responsive to trainee distress and 
helping trainees to consider how their attachment anxiety and avoidance 
influence their perception and response to the supervisory relationship and their 
clinical work (Mikulincer & Shaver, 2004). For example trainees with higher 
levels of anxiety may attempt to maintain proximity to their supervisors and are 
less satisfied with the bond between them, finding it difficult to feel close 
enough. This is supported by suggestions that supervisees with higher levels of 
preoccupation appear overly dependant on their supervisors and behave as if 
they would not manage or be successful without continual supervisory input 
(Watkins, 1995). It would also be beneficial for supervisors to reflect on similar 
processes in their own practice, as well as assisting trainees to consider such 
issues.
Recommendations for Future Research
Current literature is mixed in terms of suggestions for the attachment 
organisation of psychologists. In the literature, early loss, trauma, self-reliance 
and care-giving responsibilities are all factors found to contribute to the 
development of insecure attachment. These factors are also reportedly more 
prevalent in psychologists’ backgrounds than in the general population (Leiper 
& Casares, 2000). However, despite expectations of high rates of insecure 
attachment, the limited amount of research in the area suggests that 
psychologists are more secure than the general population. It is clear that
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further research is required to explore the nature and prevalence of 
psychologists’ attachment insecurity and the impact this has on their personal 
and professional lives. Insecure psychologists may feel less supported at work, 
be more at risk of work stress, feel work interferes more with their personal life 
and experience difficulty in their therapeutic practice (Leiper & Casares, 2000). 
Insecure individuals also appear drawn to work with more complex cases, 
which are most stressful. It is therefore particularly important that supervisors 
and training courses consider attachment when considering how best to support 
the most vulnerable and those potentially at risk. For example, personal therapy 
is currently not a compulsory part of clinical psychology training, although 
some suggest that support structures such as therapy should be routinly 
provided, and not just for those with higher attachment insecurity (Macran & 
Shapiro, 1998).
Basic challenges arise when conducting research in sensitive topic areas using 
self-report measures on populations who are aware of what is being assessed. 
One way of managing this may be to include a measure of social desirability so 
that the effect of a positive response bias can be controlled for. Another may be 
to use different measures of attachment such as the AAI. The AAI is a complex 
interview procedure that requires extensive time and training to administer, and 
therefore was beyond the scope of the current study. It is a more sophisticated 
measure of attachment that may be able to tap psychologists’ unconscious 
attachment processes that are less amenable to the influence of social 
desirability. In order to truly assess attachment insecurity, it may be useful to 
conduct research during times of stress when attachment systems are likely to 
be activated and more readily accessible to measurement (e.g. recruiting when 
coursework demands are high, or targeting supervisory questions to topics of 
clinical challenge). Obviously there are ethical considerations in the design of 
such studies but theoretically, these would provide the best opportunity to tap 
activated attachment systems. In this situation during times of stress it would be 
anticipated that the supervisor’s role as a secure base would be strengthened.
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providing a greater opportunity to explore the role of attachment in the 
supervisory relationship.
Conclusion
A positive supervisory relationship has been described as playing a 
fundamental role in a psychologist’s personal and professional development 
(Bordin, 1983) and in improving their clinical outcomes (Foster et al, 2007). 
Understanding the intrapersonal and interpersonal processes that influence the 
establishment of a strong supervisory relationship would therefore appear 
crucial for supervisors and training programmes. The present study extends 
existing research into the role of attachment in the formation of the SWA and 
partially demonstrates the utility of this conceptualisation for clinical 
psychology training populations. Trainee and supervisor attachment anxiety, 
but not avoidance, appear to be important in an individual’s perception of the 
SWA, but do not influence their supervisory partner’s rating of the SWA 
directly. Also, trainees and supervisors have different perceptions of the SWA, 
which is an important consideration in how this popular supervisory model is 
used in future clinical and research settings. Nonetheless, research is still 
required to establish how extensively attachment can inform our understanding 
of supervision. Research has consistently found attachment to be related in 
some way to the SWA, leading to the call for larger studies to explore the true 
effects within a dyadic context, perhaps using supervision specific models of 
attachment.
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Appendix 2a: Cover Letter for Surrey Trainees
UNIVERSITY OF
Dear fellow Clinical Psychology trainees SURREY
I am a  third year trainee conducting som e research exploring factors that influence 
the establishm ent of the supervisory relationship between trainee clinical 
psychologists and their placem ent supervisors. If you could p lease spare the time 
to take part in this study I would be very grateful. All participants will have the 
option of entering into a free  prize draw to win £50 worth of vouchers from a shop 
of their choice.
What will I have to do if I participate?
Participation wiii involve com pletion and return of the questionnaires 
contained in this pack and should  take no more than 10-15 m inutes. You
should find enclosed a  dem ographic questionnaire, a  relationship questionnaire, a 
return pre-paid envelope and one or more supervision questionnaires with the 
nam e of the supervisor you are completing the specific questionnaire about on a 
removable front sheet.
As part of this research on e or more of your past supervisors wiii be invited 
to participate and will be sen t questionnaires directly.
Will mv taking part in this studv be kept confidential?
Yes, any information that you provide will be kept strictly confidential. All
questionnaires will have a  participant code on them so  that individuals can be 
paired with their appropriate supervisor or trainee anonymously. No participant 
nam es will be retained by the researcher once questionnaires have been 
distributed. Participant codes will be kept by the clinical team  at the University of 
Surrey and will not be m atched with questionnaire responses preventing 
identification of individuals. Your decision about whether or not to participate in this 
study will not be passed  onto your supervisor.
The Faculty of Arts and Human Sciences Ethics Committee at the University of 
Surrey have reviewed this study. A report of the results will be written for the 
University of Surrey and for publication in a  scientific journal. A brief summary of 
the results will be m ade available to you upon request.
How do I consent to participate?
Completion and return of the questionnaires wiii be taken as evidence of you  
giving informed con sen t to be inciuded as a participant in this study, for your 
data to be used for the purposes of research, and that you understand that 
published results of this research  project will maintain your confidentiality. P iease  
make a note of your individual participant cod e found in the top left hand corner 
of your questionnaires so  that your data can be removed from the study a t a later 
date if requested.
If you have any questions about the study please do not hesitate to contact m e at 
e.williamson@ surrev.ac.uk or my Supervisor Dr Susan Howard at 
s.how ard@ surrev.ac.uk.
Thank you for your time 
Emma Williamson 
Trainee Clinical Psychologist
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Appendix 2b: Cover letter for Surrey supervisors UNIVERSITY O F
#  SURREY
Dear Clinical Psychology Colleague
I am  a  Trainee Clinical Psychologist from the University of Surrey conducting som e 
research exploring factors that influence the establishm ent of the supervisory 
relationship between trainee clinical psychologists and their clinical placem ent 
supervisors. One or more of your past trainees have agreed to participate in the 
research and suggested  that you might also be willing.
W hat will I have to do if I participate?
Participation wiii involve com pleting several brief questionnaires, which  
should  take no more than 10 m inutes, and returning them in the pre-paid 
envelope inciuded in this pack. Included in this pack should be one dem ographic 
questionnaire, one relationship questionnaire and one or more supervision 
questionnaires with the nam e of the trainee you are completing the specific 
questionnaire about on a  removable front sheet. If you only want to complete one of 
these  supervision questionnaires p lease feel free; any participation will be greatly 
appreciated.
If you wish to be entered into the free prize draw to win £50 worth of vouchers from 
a shop of your choice, then p lease enter your contact details on the dem ographic 
questionnaire when requested.
Will mv taking part in this studv be kept confidential?
Y es, any information that you provide wiii be kept strictly confidential. All
questionnaires will have a  participant code on them  so that individuals can be paired 
with their appropriate supervisor or trainee anonymously. Your decision about 
whether or not to participate in this study will not be passed  onto your supervisee.
The Faculty of Arts and Human Sciences Ethics Committee at the University of 
Surrey have reviewed this study. A report of the results will be written for the 
University of Surrey and for publication in a scientific journal. A brief sum m ary of the 
results will be m ade available to you upon request.
How do I consent to participate?
Completion and return o f the questionnaires will be taken as ev id en ce of you  
giving informed co n sen t to be inciuded as a participant in this study, for your 
data to be used for the purposes of research, and that you understand that published 
results of this research project will maintain your confidentiality. P lease  m ake a note 
of your individual participant code found in the top left hand corner of your 
questionnaires so  that your data can be removed from the study a t a  later date if 
requested.
If you have any questions about the study p lease do not hesitate to contact me at 
e.williamson@ surrev.ac.uk or my Supervisor Dr Susan Howard at 
s.how ard@ surrev.ac.uk.
Thank you for your time
Emma Williamson,
Trainee Clinical Psychologist
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Appendix 2c: Cover letter for non-Surrey trainees
UNIVERSITY O F
Dear fellow Clinical Psychology trainees ^  SURREY
I am a Trainee Clinical Psychologist from the University of Surrey conducting som e 
research exploring factors that influence the establishm ent of the supervisory 
relationship between trainee clinical psychologists and their placem ent supervisors. 
If you could p lease spare the time to take part in this study I would be very grateful. 
If vou have more than one supervisor, please select vour main or lead supervisor 
and complete the Questionnaires in relation to this relationship. All participants will 
have the option of entering into a free prize draw to win £50 worth of vouchers 
from a shop of their choice.
What will I have to do if I participate?
If you agree to participate by responding to this email you will be sen t a 
questionnaire pack containing a demographic questionnaire, a relationship 
questionnaire, a supervision questionnaire and a return pre-paid envelope. 
Questionnaire completion should take no more than 10 minutes.
As part of this research your supervisor will a lso  need to be invited to 
participate so when responding p lease state if you would like your supervisor’s 
invite and questionnaires to be sen t to you to be passed  onto them, or if you would 
like me to send the information directly to your supervisor p lease forward me your 
supervisor’s postal address.
Will my taking part in this study be kept confidential?
Yes, any information that you provide will be kept strictly confidential. All
questionnaires will have a participant code on them so that individuals can be 
paired with their appropriate supervisor or trainee but no participant nam es will be 
retained once questionnaires have been distributed. Your decision about whether 
or not to participate in this study will not be passed  onto your supervisor.
The Faculty of Arts and Human Sciences Ethics Committee at the University of 
Surrey have reviewed this study. A report of the results will be written for the 
University of Surrey and for publication in a scientific journal. A brief summary of 
the results will be m ade available to you upon request.
How do I con sen t to participate?
If you would be interested in receiving further information about this study or a 
questionnaire pack please reply to this email. Completion and return of the 
questionnaires will be taken as evidence of you giving informed con sen t to 
be included as a participant in this study, for your data to be used for the 
purposes of research, and that you understand that published results of this 
research project will maintain your confidentially. P lease make a note of your 
individual participant co d e  found in the top left hand corner of your 
questionnaires so that your data can be removed from the study at a later date if 
requested.
If you have any questions about the study please do not hesitate to contact me at 
e.wiHiamson@surrev.ac.uk or my Supervisor Dr Susan Howard at
s.how ard@ surrev.ac.uk.
Thank you for your time 
Emma Williamson 
Trainee Clinical Psychologist
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Appendix 2d: Cover Letter for non-Surrey Supervisors
UNIVERSITYOF
# R ^ H R R F YDear Clinical Psychology Colleague
I am  a  Trainee Clinical Psychologist from the University of Surrey conducting som e 
research exploring factors that influence the establishm ent of the supervisory 
relationship between trainee clinical psychologists and their clinical placem ent 
supervisors. Your current trainee has agreed to participate and suggested  that you 
might also be willing.
What will I have to do if I participate?
Participation will involve completing several brief questionnaires, which should take 
no more than 10 minutes, and returning them in the pre-paid envelope included in 
this pack. Included in this pack should be one dem ographic questionnaire, one 
relationship questionnaire and one supervision questionnaire. Participation would be 
greatly appreciated. If you wish to be entered into the free prize draw  to  win £50 
worth of vouchers from a shop of your choice, then p lease enter your contact details 
on the dem ographic questionnaire when requested.
Will my taking part in this study be kept confidential?
Yes, any information that you provide will be kept strictly confidential. All 
questionnaires will have a  participant code on them  so that individuals can be paired 
with their appropriate supervisor or trainee, but these  codes will be kept by the 
clinical team  at the University of Surrey and will not be m atched with questionnaire 
responses preventing identification of individuals. Your decision about w hether or not 
to participate in this study will not be passed  onto your supervisee.
The Faculty of Arts and Human Sciences Ethics Committee a t the University of 
Surrey have reviewed this study. A report of the results will be written for the 
University of Surrey and for publication in a scientific journal. A brief sum m ary of the 
results will be m ade available to you upon request.
How do I con sen t to participate?
Completion and return of the questionnaires will be taken a s  evidence of you giving 
informed consent to be included a s  a participant in this study, for your data to be 
used for the purposes of research, and that you understand that published results of 
this research project will maintain your confidentially. P lease  m ake a note of your 
individual participant code found in the top left hand corner of your questionnaires so  
that your data can be removed from the study at a  later date if requested.
If you have any questions about the study or wish to request a sum m ary of results 
p lease do not hesitate to contact me at e.williamson@ surrev.ac.uk or my Supervisor 
Susan Howard at s.how ard@ surrev.ac.uk.
Thank you for your time
Emma Williamson 
Trainee Clinical Psychologist
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Appendix 3: Characteristics Questionnaire
Trainee Participant Characteristics Q uestionnaire
The following demographic questions will be used solely for the purpose of 
noting the characteristics of respondents and will not be matched to 
responses provided on other questionnaires in this pack. Any responses 
that you give will be kept strictly confidential and you are under no 
obligation to answer if you do not wish to. Completed questionnaires will 
only be seen by the researchers involved in the study. Thank you for 
reading this.
1. What PsychD Clinical Psychology course are you currently training on 
and in what year of training are you?
2. How old are you?
3. What is your gender?
4. What ethnic group do you belong to? (Please tick one box) ^
White:
White
White British
White Irish 
White Scottish 
Irish Traveller
Any other White background
□□□□
□□
Black or Black British:
Black or Black British - Caribbean | |
Black or Black British - African | |
Any other Black background | |
Mixed:
Mixed - White and Black 
Caribbean
Mixed - White and Black African
Mixed - White and Aslan | |
Any other Mixed background | |
Other Responses:
Not Known I  I
Refuse to Comment \ I
Asian or Asian British:
Asian or Asian British -  Indian 
Asian or Asian British - Pakistani 
Asian or Asian British - Bangladeshi | |
C hinese I  I
Any other Asian background | |
’ Ethnicity classifications recom m ended by the World Health Organisation (WHO; 2002)
6. If you would like to be entered into a free prize draw for the chance 
to win £50 in vouchers of your choice piease write your email address 
below:
Thank you for your help with this study
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Supervisor Participant Characteristics Questionnaire
The following demographic questions will be used solely for the purpose of 
noting the characteristics of respondents and will not be matched to 
responses provided on other questionnaires in this pack. Any responses 
that you do give will be kept strictly confidential and you are under no 
obligation to answer questions if you do not wish. Completed 
questionnaires will only be seen by the researcher involved in the study. 
Thank you for reading this.
1. What PsychD Clinical Psychology course do you currently 
supervise clinical placements for?
2. How old are you?
3. What is your gender?
4. How Many years post clinical psychology training are you?
5. What ethnic group do you belong to? (Please tick one box) ^
White: Biack or Biack British:
I  I  Black or Black British - Caribbean | |
I  I  Black or Black British - African | |
I  I  Any other Black background | |
I  I Mixed:
White 
White British
White Irish 
White Scottish 
Irish Traveller
Any other White background |
Asian or Asian British:
Aslan or Aslan British -  Indian 
Aslan or Aslan British - Pakistani
Aslan or Aslan British - 
Bangladeshi
Chinese
Any other Aslan background
Z]
: □
□
Mixed - White and Black
Caribbean___________ _ __
Mixed - White and Black African \
Mixed - White and Aslan | |
Any other Mixed background | |
Other Responses:
Not Known
Refuse to Comment I  I
 ^ Ethnicity classifications recommended by the World Health Organisation (WHO; 2002)
6. if you wouid iike to be entered into a free prize draw for the chance 
to win £50 in vouchers of your choice please write your email address 
below. Please be aware however that this may remove your anonymity.
Thank you for your help with this study
227
Vol. I MRP: Supervisory Attachment
Appendix 7: Normality tests for final sample 
Table A7.1. Test of Normality for final sample
n=46 Median, range
Skewness(S) 
Kurtosis (K) 
z-scores
(pre-transformation)
Skewness(S) 
Kurtosis (K) 
z-scores 
(transformed)
Trainee age (yrs) 27.00, 24.00-48.00 S =4.86; K = 2.71 S=3.44; K=0.62
Supervisor age 
(Yrs)
39.00,31.00-63.00 S = 1.94; K =  1.01* —
Trainee stage of 
training (yrs)
1.50, 0.50-2.50 S =0.58; K =  1.74*
Supervisor years 
post-qualification
9.25, 1.50-36.00 S = 2.31; K = 0.64 S=0.52;K=1.43*
Duration of 
relationship (wks)
20.00,12.00-50.00 S =4.45; K =  1.72 S=0.40; K=0.48*
Length of weekly 
supervision (hrs)
1.50,0.50-3.00 S =0.57; K = 0.05*
ECR-R Trainee 
Anxiety 
Avoidance
2.83,1.28-5.50 
2.87, 1.50-6.11
S =1.89; K =  1.05* 
S =3.13; K =  1.43 8=0.98; K=0.68*
ECR-R Supervisor 
Anxiety 
Avoidance
2.08, 1.00-4.11 
2.67,1.39-5.00
S =2.12; K = 0.38 
S =1.66; K = 0.40*
8=1.00; K=0.51*
WAI-T (n=46) 
Tasks 
Goals 
Bond 
Total
5.96, 2.67-7.00 
5.92, 2.67-7.00 
5.33, 1.92-7.00 
5.78, 2.58-7.00
S =3.39; K = 0.68 
S =3.41; K = 0.55 
S =3.07; K = 0.80 
S =2.12; K = 0.38
8=1.26; K=0.67* 
8=1.29; K=0.44* 
8=1.34; K=0.50* 
8=1.32; K=0.26*
WAI-S (n=46) 
Tasks 
Goals 
Bond 
Total
5.92.4.33-6.92 
5.92, 4.58-6.75
5.88.4.33-6.58 
5.94, 4.42-6.69
S=1.15;K =.83*
S=1.67;K =.79*
S=1.81;K =.08*
S =1.49; K =  1.28*
Note: * Normally distributed: small sample <50; z-score <1.96
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Appendix 8: WAI-T and WAI-S sub-scale correlations
Table A8.1. Trainee WAI subscale correlations
Pearson's
r
WAI-T
Goals
WAI-T
Tasks
WAI-T
Bond
WAI-T
Total
WAI-T
Goals
WAI-T
Tasks
.94* -
WAI-T
Bond
.72$ .78$ -
WAI-T
Total
.94$ .96$ .90$
Note, f  = p<  .05; f  = p < .01. 
Table A8.2. Supervisor WAI sub-scale correlations
Pearson's
r
WAI-S
Goals
WAI-S
Tasks
WAI- 
S Bond
WAI- 
S Total
WAI-S
Goals
WAI-S
Tasks
.85$ -
WAI-S
Bond
.72$ .66$ -
WAI-S
Total
.94$ .91$ .88$ -
Note, f  = p < .05; /  =p < .01.
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Appendix 9: Potential Confounds
Confounds o f the Supervisory Working Alliance. Independent sample 
t-tests revealed no significant difference for WAI-T total and WAI-S total 
scores for supervisor or trainee gender and ethnicity (Table A9.1 and Table 
A9.2). There were no significant differences for the WAI-T and WAI-S 
scores depending on whether dyads were matched by gender or not (Table 
A9.1). Due to the small cell sizes for some of the ethnicity categories, 
responses were dichotomised into white and non-white groups. Despite 
combining ethnicity categories, small cell sizes for male and non-white 
groups may have resulted in insufficient power to detect differences. Small 
ethnicity group sizes also meant it was not possible to assess differences 
according to dyad ethnicity match.
Table A9.1 Difference in WAI-T and WAI-S scores by gender
Male
n=5
Female
n=41
t D f P
(two-
tailed)
WAI-T total 
trainees
7.65 (.04) 7.62 (.18) -0.89 29 .38
WAI-T total 
supervisors
7.59 (.21) 7.62 (.17) 0.56 44 .58
WAI-S total 
trainees
5.88 (.49) 5.84 (.45) -0.18 44 .86
WAI-S total 
supervisors
5.80 (.51) 5.85 (.45) 0.23 44 .82
Gender 
matched dyad
Non- gender 
matched dyad 
n—8
t D f P
(two-
tailed)
WAI-T total 7.63 (.17) 5.83 (.44) .25 44 .80
WAI-S total 5.83 (.44) 5.92 (.51) -.50 44 .62
Note. No significant relationships found at p < .0 1 o rp <  .05.
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Table A9.2 Difference in WAI-T & WAI-S scores by ethnicity
n
White
n
Non-white
t d f
P
(two-
tailed)
WAI-T total 
trainee
44 7.62 (.16) 3 7.71 (.36) -.87 44 .39
WAI-S total 
supervisor
43 7.63 (.16) 2 7.57 (.37) .49 44 .63
WAI-T total 
trainee
44 5.85 (.46) 3 5.81 (.31) .15 44 .88
WAI-S total 
supervisor
43 5.85 (.45) 2 5.72 (.39) .39 44 .70
Note. No significant relationships found at p  <.01 or p  < .05.
One-way between-groups analysis of variance was conducted to explore the 
impact of trainee’s year of training on the SWA, as measured on the WAI-T 
and WAI-S. Participants were grouped into three years and no significant 
difference was found in year of training for scores on the WAI-T [F (2, 
43)=2.64,;?=.08] or WAI-S [F (2, 43)=1.79,p=.18].
Continuous participant characteristics with the potential to confound 
analyses were also explored. Trainee age, supervisor age, supervisor’s years 
post-qualification, duration of relationship and length of weekly supervision 
were not found to be related to the WAI-T total or WAI-S total (Table 
A9.3).
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There were also no significant differences found between WAI-T or WAI-S 
scores depending on whether questionnaires were completed whilst 
participants were still in the supervisory relationship or after it had finished 
(Table A9.4).
Table A9.4 Differences in WAI scores according to time of study 
participation
Currently in 
relationship 
n=22; x(s.d.)
Relationship 
ended 
n==24; x(s.d.)
t d f P
(two-
tailed)
WAI-T total 7.61 (.15) 7.64 (.19) -0.62 44 .54
WAI-S total 5.75 (.42) 5.93 (.47) -1.39 44 .17
Note. No significant relationships found at p  <.01 or p  < .05.
Confounds o f Attachment. No significant differences were found 
between ECR-R trainee or ECR-R supervisor anxiety and avoidance scores 
and trainee and supervisor gender and ethnicity (Table A9.5, A9.6). 
Supervisor age, trainee’s stage of training, supervisor’s years post­
qualification, duration of relationship and length of weekly supervision were 
not related to Trainee’s ECR-R anxiety and avoidance scores (Table A9.7). 
Trainee age was found to be positively correlated with trainee avoidance (r 
= 39; p<.0\). Trainee age, supervisor age, trainee’s stage of training, 
supervisor’s years post-qualification, duration of relationship and length of 
weekly supervision were not significantly related to supervisor’s ECR-R 
anxiety and avoidance scores (Table A9.7). Given the number of tests being 
done and the sample size caution needs to be exercised in interpreting these 
results.
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Table A9.5 Difference in attachment by gender
Male
n—5
Female
n=41 t
P
(two-
tailed)
ECR-R Trainee 
Anxiety
3.08 (.67) 2.72 (.92) -.84 44 .41
ECR-R Trainee 
Avoidance
1.88 C37) 1.68 (.29) -1.42 44 .16
ECR-R
Supervisor
Anxiety
1.35 (.21) 1.46 (.24) 1.00 44 .32
ECR-R
Supervisor
Avoidance
2.82(.53) 2.72(.79) -39 44 .77
Note. No significant relationships found at p  <.01 or p  < 05.
Table A9.6 Difference in attachment by ethnicity
White
trainee
n=44
supervisor
n=43
Non-white
trainee
n=3
supervisor
n=2
t d f P
(two-
tailed)
ECR-R Trainee 
Anxiety
2.80 (.92) 2.20(31) 1.10 44 .28
ECR-R Trainee 
Avoidance
1.70(31) 1.64(.20) .34 44 .74
ECR-R
Supervisor
Anxiety
1.45(.25) 1.45(.03) -.04 44 .97
ECR-R
Supervisor
Avoidance
2.72(.78) 2.78(.16) -.10 44 .93
Note. No significant relationships found at p  <.01 or p  < .05.
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Table A9.7. Correlation coefficients for participant characteristics with 
WAI-T, WAI-S, ECR-R
Pearson's r ECR-R
Trainee
Anxiety
ECR-R
Trainee
Avoidance
ECR-R
Supervisor
Anxiety
ECR-R
Supervisor
Avoidance
Trainee Age (yrs)* .11 39$ .00 .05
Supervisor Age (Yrs) -.12 -.02 .08 .14
Trainee Stage of 
Training (yrs)
.09 .11 -21 -.20
Supervisor years post- 
Qualification
-.09 -.07 .06 .23
Duration of 
Relationship (wks)
-.09 -.15 .02 .29
Length of weekly 
supervision session 
(hrs)
.15 .22 -.01 -.12
Note, t  = p < .05; J = p < .01.
* = Spearman's rho non-parametric alternative
Appendix 10: ECR-R norms by age 
Table A 10.1 ECR-R norms for the general population according to age
Age {n = 22,000) ECR-R Avoidance ECR-R Anxiety
20 2.90 3.67
30 2.97 3.56
40 3.04 3.45
50 3.11 3.34
60 3.18 333
Overall sample M = 2.93,5'D= 1.18 M = 3 .64 ,5^= 1 .33
NB: Taken from Fraley (2005)
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Research Log Checklist
1 Formulating and testing hypotheses and research questions X
2 Carrying out a structured literature search using information technology 
and literature search tools
X
3 Critically reviewing relevant literature and evaluating research methods X
4 Formulating specific research questions X
5 Writing brief research proposals X
6 Writing detailed research proposals/protocols X
7 Considering issues related to ethical practice in research, including 
issues of diversity, and structuring plans accordingly
X
8 Obtaining approval from a research ethics committee X
9 Obtaining appropriate supervision for research X
10 Obtaining appropriate collaboration for research X
11 Collecting data from research participants X
12 Choosing appropriate design for research questions X
13 Writing patient information and consent forms X
14 Devising and administering questionnaires X
15 Negotiating access to study participants in applied NHS settings X
16 Setting up a data file X
17 Conducting statistical data analysis using SPSS X
18 Choosing appropriate statistical analyses X
19 Preparing quantitative data for analysis X
20 Choosing appropriate quantitative data analysis X
21 Summarising results in figures and tables X
22 Conducting semi-structured interviews X
23 Transcribing and analysing interview data using qualitative methods X
24 Choosing appropriate qualitative analyses X
25 Interpreting results from quantitative and qualitative data analysis X
26 Presenting research findings in a variety of contexts X
27 Producing a written report on a research project X
28 Defending own research decisions and analyses X
29 Submitting research reports for publication in peer-reviewed journals or 
edited book
X
30 Applying research findings to clinical practice X
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Qualitative Research Project 
(Abstract Only)
Media constructions of schizophrenia: how Britain’s national newspapers 
construct an understanding of schizophrenia in their reporting of John 
Barrett’s conviction for manslaughter?
Abstract
Four trainee clinical psychologists collaborated on a qualitative study into 
the construction of schizophrenia by Britain’s national newspapers. A 
critical discursive approach was used to analyse discourse in the Telegraph, 
Mirror, Guardian and Sun from February 26, 2005 following the conviction 
of John Barrett for the manslaughter of Denis Finnegan in September 2004. 
Prominent themes which emerged were a construction of dangerousness 
focussing on mad or bad; responsibility expressed via a failure and blame 
dialogue; and the positioning of the readership within an us and them 
paradigm as either ‘respectable’ or ‘criminal/animal’. The implications of 
public perception on understanding schizophrenia, destigmatising mental 
illness and supporting sufferers or carers and are discussed.
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